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PRESIDENTIAL REPORT 


The American College of Osteopathic Obstetri- 
cians and Gynecologists is continuing its advancement 
of the osteopathic concept in the fields of obstetrics and 
gynecology. The response by the profession, which has 
been very gratifying, is evidenced by the increased at- 
tendance at the annual 4-day postgraduate course. 

Functions of the College are being continually di- 
rected toward the betterment of public health. Osteo- 
pathic hospitals have derived many advantages from 
the College’s endeavors. The activities of various Col- 
lege committees have been directed toward the improve- 
ment of hospital staffs, and special attention has been 
given to the betterment of obstetrical departments and 
the professional care rendered therein. In this regard, 
efforts have been made to contribute effectively to the 
education of physicians. Statistics accumulated by the 
Committee on National Osteopathic Obstetrical Sta- 
tistics show that these efforts have not been in vain. 

To aid in the advancement of the ptoféssion and 
the support of the osteopathic colleges we are repeating 
at the annual meeting in February at Columbus, Ohio, 
two features which have been enthusiastically received. 
There will be held a College Day where each of the 
osteopathic colleges will have a speaker to discuss ad- 
vancements in obstetrics and gynecology. There will 
also be an Alumni luncheon at which a well-known 
speaker selected by the Osteopathic Foundation will 
discuss college postgraduate education. Through this 
means it is hoped that physicians will have a better 
understanding of some of the problems of osteopathic 
colleges and that the accord between them and educa- 
tional institutions will be further cemented. A project 
to be instituted at the 1956 meeting, ‘““Ohio Day,” will 
feature leading speakers and round-table discussions 
by prominent speakers from that state. 

Our College has advanced rapidly from year to 
year with increases in applications and in new members 
accepted. Membership at present is the largest in its 
history, and further rapid growth is anticipated. Re- 
quirements for admission, though justifiably high, are 
not unreasonable, and every qualified specialist in ob- 
stetrics and gynecology should give serious thought to 
becoming a member. Membership in the American 
College of Osteopathic Obstetricians and Gynecologists 
offers great advantages, and it affords the individual an 
opportunity to keep pace with the advances in his 
specialty. 

Jerry O. Carr 


President, American College 
of Osteopathic Obstetricians 
and Gynecologists 


FROM THE VICE PRESIDENTS 


The twenty-third Annual Convention of the Ameri- 
can College of Osteopathic Obstetricians and Gynecolo- 
gists will convene in February, 1956, at Neil House, 
Columbus, Ohio. The educational portion of the pro- 
gram will cover 4 days, February 6 to 9, inclusive. 
Many original papers, representative of different sec- 
tions of the country, will be presented to mirror 
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changing trends in office and hospital management of 
gynecologic and obstetric problems. 

Cooperation by the Ohio members of the College 
in enhancing the program is noteworthy. The Tumor 
Board of the Grandview Hospital, Dayton, will present 
a “Symposium on Breast Cancer.” On “Ohio Day,” 
representative speakers from Ohio State University 
will address the meeting. College Day, a successful 
innovation at the 1955 convention, will be repeated; 
members of departments of obstetrics and gynecology 
of the approved colleges of osteopathy will present ma- 
terial typical of the interests in their localities. Na- 
tionally recognized physicians—J. S. Denslow, Missouri, 
W. A. Jenkins, New Mexico, A. C. Johnson, Michigan, 
and W. A. Lose, of California—will participate in the 
program. Representatives of the state and national 
osteopathic organizations will provide information con- 
cerning legislative developments. 

By virtue of the geographical location of the 1956 
Convention, it is anticipated the attendance will be at 
its peak. The Auxiliary officers have arranged an ex- 
ceptional prospectus which should influence the wives 
of College members to attend. The maximum number 
of exhibitors of professional equipment that can be in- 
stalled in the hotel space provided will be on hand. 

This College extends a cordial invitation to the 
members of the osteopathic profession to avail them- 
selves of the opportunities to be offered at this meeting. 


Haroitp C. BRUCKNER 
First Vice President 


RicHaArp E. Esy 
Second Vice President 


FROM THE SECRETARY-TREASURER 


Revision of the Bylaws of the American College 
of Osteopathic Obstetricians and Gynecologists, as a 
result of study by duly appointed committees of this 
College, may result in increased membership although 
the entrance requirements have not been changed in 
any way that would indicate a reduction in the basic 
training requirements. The educational practice and 
training needs are essentially the same. However, the 
membership has held the opinion that many qualified 
physicians would be eligible for this College if a means 
could be offered of extending credit for professional 
achievement and at the same time avoiding redundant 
transcriptions. 

The prime objectives of specialty colleges are edu- 
cation, dissemination of professional information, and 
the teaching of acceptable technics in keeping with 
physiologic research. Therefore, the specialty colleges 
have much to offer, but, at the same time, they can 
make use of the vast experiences of those in practice 
who have never applied for membership in specialty 
colleges. 

The American College of Osteopathic Obstetri- 
cians and Gynecologists urges interested physicians to 
seek alliance with specialty groups in their fields as a 
means of mutual aid in advancing the over-all progress 
of the osteopathic profession. 


Harotp K. Morcan 
Secretary-Treasurer 
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The Osteopathic Lesion in the Obstetric Patient 


Mechanism and Clinical Aspects 
J. S. DENSLOW, D.O. 


Director of Research and Professor of Osteopathic Technic 
Kirksville College of Osteopathy and Surgery 
Kirksville, Mo. 


It was with a sense of deep humility that I ac- 
cepted the invitation to address this body since my 
background of general practice and research certainly 
has not qualified me either in obstetrics or in gyne- 
cology. However, I felt justified in accepting since there 
is an important common bond between our respective 
fields of interest and activity. This common bond is, of 
course, the complex disturbance which our profession 
has named the osteopathic lesion, the Still lesion, and, 
recently, the musculoskeletal lesion; by others it has 
been called abnormal body mechanics. This disturbance 
does represent a common bond since many of its 
mechanisms and characteristics are basically similar re- 
gardless of the age or sex of the patient or of the 
physiologic or pathologic processes with which it is 
associated. It is of importance to us since it is found, 
in varying degrees of extent and severity, in a very 
high percentage of the adult population. 

In a recent editorial? in THe JoURNAL OF THE 
AMERICAN OsTEOPATHIC ASSOCIATION it was stated: 

The same established facts and the same generally accepted 
theories in the biologic sciences which are used and taught in 
all schools of the healing arts are taught in osteopathic institu- 
tions [and this certainly includes the American College of Os- 
teopathic Obstetricians and Gynecologists]. This is true of the 
past as well as today. 

Osteopathic institutions differ from other schools of medi- 
cine in two major ways: first, in the emphasis placed on the 
study of certain biologic systems, and, second, in relation to 
certain implications in the existing body of biologic facts and 
principles and the inferences drawn therefrom. These differences 
have stemmed from a combination of clinical observations and 
inductive reasoning. In broad terms they center around evi- 
dence (a) that the human musculoskeletal framework is poorly 
adapted to a biped stance and is vulnerable to gravitational and 
other stresses, (b) that the state of various components of this 
framework influence and are influenced by the state of other 
systems, presumably through nervous, hormonal, and vascular 
connections, and (c) that appropriate therapy applied to all 
systems often has major remote as well as local effect. 

It is my plan to spend our time today in considera- 
tion of the nervous mechanisms of the lesion and to 
examine some of the ways in which these mechanisms 
are important in clinical practice. 

What we know about lesion pathology has come 
from the relatively simple clinical observations that (a) 
the lesion can be identified by the finding of tissue 
rigidity, hyperesthesia, and some disturbance in the po- 
sition and motion in joints; (b) the lesion is often 
relieved by appropriate therapy, frequently manipula- 
tive in nature; and (c) when the lesion is ameliorated 
there is often a regression of the patient’s symptoms. 
Our job at the beginning of this work, as it continues 
to be today, was to develop methods to secure objective 
and scientifically valid information concerning the 
mechanisms which account for or are involved in these 
clinical observations. 

In the 1920’s Edmund Jacobson,’ working at the 
University of Chicago and using the then new electro- 
myograph, discovered that a normal muscle at rest 
is totally free from contraction. He also discovered 
that in certain cases of emotional tension there was 
some contraction in certain muscles even though the 
patient was at rest and the muscles were not voluntarily 


contracted. He called this finding “neuromuscular hy 
pertonus,” and established a hypothesis that in certain 
psychiatric problems abnormal streams of impulse: 
from the higher centers descended into the cord, acti- 
vated anterior horn cells, and produced muscle contrac 
tion. He based this hypothesis on (a) the simpk 
physiologic fact that under normal conditions musck 
contraction occurs only as a result of voluntary effort 0: 
reflex activity and (b) the reasoning that muscle con- 
traction, in the absence of voluntary or normal reflex 
contraction, must be due to an abnormal reflex bom- 
bardment into the spinal cord. 

Although Jacobson was thinking in terms of ab- 
normal bombardments from the higher centers, it was 
obvious that if his hypothesis was correct, it was prob- 
able that abnormal streams of impulses from any patho- 
logic focus should activate the motor cells and produce 
abnormal muscle contraction. It also appeared probable 
that the extent and severity of such contraction in areas 
of osteopathic lesion might be quantitated by this 
method since it seemed logical to assume that such con- 
traction would be in proportion to the abnormal stream 
of impulses entering the cord. 

We decided to test this hypothesis. The necessary 
apparatus was secured ; patients with postural problems 
but without demonstrable organic disease were se- 
lected; normal areas and lesion areas were identified 
by palpation, and electromyograms were made from 
these areas. The following results which are shown in 
Figure 1 were obtained. 

1. Jacobson’s finding that normal muscle, when 
the patient is comfortable and at rest, is completely re- 
laxed and without contraction was confirmed. 

2. Muscle in lesion areas, with the patient at rest, 
at times was in contraction, at other times it was not. 

3. Muscle contraction, when present in lesion 
areas, was not constant. There was a fluctuation in the 
amount of contraction which occurred spontaneously 
and without apparent change in the state or condition 
of the patient.* 


| | | 


Fig. 1. Records A and B are from areas of musculoskeletal 
lesion and show intermittent muscle contraction. Records C and 
D are from normal areas and show complete relaxation. 


*This observation provided the basis for our first publication in 
The Journal of pm viet nan in 1941.4 It is of interest that about 
the same time two men, Fritz Buchthal and Svend Clemmesen,’ working 
in the Laboratory for the Theory of Gymnastics, University of Copen- 
hagen, and the Department of Physical Therapy, Municipal Hospital, 
Copenhagen, reported similar findings in studies of the muscles of the 
extremities. They made electromyograms on hyperesthetic muscles (in 
a condition they called “myosis”) and frequently found muscle contrac- 
tion. 
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Thus we had partial validation of our hypothesis, 
that is, some lesion areas did show abnormal muscle 
spasm. However, some did not show contraction; for 
all practical purposes, the muscle in lesion areas which 
did not show muscle contraction could not be differen- 
tiated, electromyographically, from normal muscle. 

The work was continued and, fortunately, a fur- 
ther differential between normal and abnormal muscle 
was found. This differential is that muscle in a lesion 
area has a lowered reflex threshold ; it is more irritable 
than that in a normal area, and will respond, by con- 
traction, to stimuli that are ineffective in normal areas. 
The stimuli which were used to determine reflex 
tliresholds included pin scratches or chemical irritants, 
such as ether, on the skin and digital pressure on bony 
prominences. 

These reflex thresholds, which were low in lesion 
areas and high in normal areas, remained relatively 
constant for long periods—several months in many ex- 
periments. There is reason to believe that the thresholds 
remain stable as long as the patient’s condition remains 
unchanged. There is also evidence, as shown by Korr 
and his colleagues,® that reflex thresholds may also be 
altered in the autonomic nervous system. 

The physiologic mechanism behind the finding of 
lowered reflex thresholds, as has been pointed out in a 
series of papers,’ involves a phenomenon called the 
subthreshold central excitatory state of facilitation. In 
reflex activity (we will limit this discussion to reflex 
muscle contraction) an afferent barrage of impulses 
into the spinal cord affects a pool of motoneurons. In 
part of this pool, called the discharge zone, a central 
excitatory state is established and the motoneurons are 
activated. In the balance of the pool, called the sublimi- 
nal fringe, a subthreshold central excitatory state is es- 
tablished, that is, the cells in the fringe are excited to 
a point short of that required to procure the discharge 
of impulses. The cells in the fringe are, in other 
words, facilitated but not activated. 

When the afferent barrage is not sufficient to es- 
tablish a discharge zone and the discharge of motoneu- 
rons, its influence is limited to the establishment of a 
subliminal fringe. However, and this is the important 
point here, where two subliminal fringes from two 
afferent bombardments overlap, the cells in the over- 
lapping area, being influenced by both bombardments, 
are brought up to activity. 

Thus it was shown that part of the lesion process 
involves a pool of cells in the spinal cord which repre- 
sents either a subliminal fringe and a discharge zone or 
a subliminal fringe alone. With the former, a sublimi- 
nal fringe and a discharge zone, there is muscle con- 
traction. In the latter, a subliminal fringe alone, muscle 
contraction may be initiated by stimuli which are not 
effective in the normal area. 

The next three aspects of this work will be con- 
sidered together. They involve (a) quantitation of the 
spinal cord irritability associated with the lesion proc- 
ess, (b) the intersegmental relationships between nor- 
mal and lesion areas, and (c) the correlations between 
spinal cord disturbances and clinical phenomena. 


In the evaluation of pathology, regardless of where 
it occurs, quantitation is. of course, desirable. In this 
work we had found that by using great care to position 
the patient carefully so that maximum comfort was 
achieved it was frequently possible to secure muscle 
relaxation in lesion areas desnite the presence of large 
areas of a high degree of facilitation. We also found it 
possible to quantitate the pressure required to initiate 
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muscle activity in the segments of the thoracic and lum- 
bar areas. This was accomplished with an instrument, 
which we called a pressuremeter, and which was cali- 
brated to deliver pressure against spinous processes in 
amounts of 1 to 7 kg. inclusive. Since in a high degree 
of spinal cord irritability or facilitation a very small 
stimulus is required to initiate muscle contraction and, 
conversely, when the spinal cord has normal reflex ac- 
tivity a very large stimulus is required, it was possible, 
with the pressuremeter to determine, quantitatively, the 
degree of spinal cord irritability in the segment being 
examined. This is shown in Figure 2. In this record 
channel 1 is from an abnormal low reflex threshold 
area while channels 2, 3, and 4 are from high reflex 
threshold areas. The stimulus (shown at the top of the 
record with A representing the start of the pressure, B 
and C a movement of the pressure, and D the release 
of pressure) initiates activity at one area, channel 1, 
but not at the others. 

When this was established, it was then relatively 
simple to get information regarding the intersegmental 
relationships of normal and lesion segments. Electrodes 
were placed in the paravertebral muscles at the fourth, 
sixth, eighth, and tenth thoracic segments. The pres- 
suremeter was applied to each of those spines to deter- 
mine how much pressure was required to initiate muscle 
contraction at each of the areas. 

In the interest of time the discussion of these find- 
ings will be limited to three situations: First, patients 
who had little or no lesion pathology at any of the four 
segments ; second, patients who had lesion pathology at 
one or two segments and normal tissue at the other 
segments ; and third, patients who had lesion pathology 
at each of the four segments. 

As might be predicted, patients with little or no 
lesion pathology at the four segments have a uniformly 
high reflex threshold due to the absence of facilitation. 
At the other extreme, patients with lesion pathology at 
each of the four segments have a uniformly low reflex 
threshold due to the fact that afferent bombardments 
from the existing pathology (regardless of what tissue, 
organ, or system is involved) have established a pool of 
cells in the spinal cord which are, to some degree, in a 
state of excitation. Hence the pressure irritation at any 
one of the spinous processes, which is uniformly inef- 
fective in the normal, results in muscle contraction ‘in 
all of the four segments. 

The most informative observations came from pa- 
tients who had lesion pathology in one area while one 
or more of the other areas were normal. A patient with 
lesion pathology at the fourth thoracic segment and a 
normal area at the tenth will be used as an example. 
The fourth thoracic segment had a low reflex threshold 
when the spine of the fourth thoracic vertebra was 
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stimulated, that is, the subliminal fringe at this seg- 
ment, which had been established by some segmentally 
related pathology, together with the stimuli from the 
pressuremeter, activated the motor cells of that segment 
and muscle contraction occurred. The tenth thoracic 
segment had a high reflex threshold and, in the absence 
of a subliminal fringe, the stimuli from the pressure- 
meter at the spine of the tenth thoracic vertebra did 
not cause contraction. However, and this is the im- 
portant point here, when the tenth thoracic area was 
stimulated the impulses traveled up the spinal cord to 
the fourth thoracic and produced contraction at that 
segment. 

This finding persisted after the tissues around the 
process of the fourth thoracic vertebra were blocked 
with local anesthetic. Hence it was shown that the 
spinal cord irritability is located at the connector neu- 
rons or the motoneurons or both of the lesion segment. 
It was this observation which led to Korr’s comment"® 
that the lesion segment acts as a neurologic lens which 
focuses irritation at that segment. Hence any barrage 
of impulses entering the cord from the periphery or 
the higher centers, even though the barrage may, in it- 
self, be normal, may sum with the facilitation of the 
lesion segment and further increase the disorder of the 
motor outflow. 

The next aspect of these studies which is of im- 
portance to this discussion of lesion pathology is the 
correlation of certain clinical observations with the 
spinal cord changes which we have just described. In 
the pressuremeter studies it soon became apparent that 
we might be able to predict the reflex threshold of a 
segment on the basis of palpation of the paravertebral 
tissues of that segment. To check this we set up a 
series of experiments in which one investigator pal- 
pated the segments to be studied. He then recorded his 
estimate of their reflex thresholds. A second investi- 
gator, working independently of the first, then deter- 
mined the reflex thresholds with the pressuremeter and 
electromyograph. At the completion of the experiment 
the findings of the two investigators were compared. 
A high degree of correlation was shown between the 
reflex threshold predictions made on the basis of tissue 
palpation and the reflex thresholds as they were actual- 
ly demonstrated by the objective pressuremeter method. 


In subsequent work we have classified lesion pa- 
thology into two stages, acute and chronic. It has been 
our observation that the so-called chronic lesion (a) is 
associated with long-lasting and low-grade abnormality 
which is probably most commonly associated with 
postural stress, (b) involves the tightly knit tissues 
which closely invest bone (and hence is seen most 
readily at the accessible bony prominences), (c) is 
usually “silent” in that it, in itself, does not produce 
subjective symptoms, (d) is a predisposing factor as 
regards local and remote disturbance, and (e) is 
highly resistant to therapy of all kinds. In regard to 
the latter, we have all seen many patients with chronic 
lesions at the lumbosacral junction which, as far as the 
tissues at the spines of the fifth lumbar and the first 
sacral segments are concerned, have about the same 
degree of hyperesthesia regardless of the patient’s gen- 
eral condition, and regardless of whether or not manip- 
ulative or other types of treatment are being received. 

The acute stage of lesion pathology (a) is asso- 
ciated with functional or organic disturbances in which 
the spinal cord facilitation is increased rather suddenly ; 
(b) it involves the more excitable tissues such as 
muscle; (c) it may produce subjective symptoms, such 
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as the muscular aches and pains of the various acute 
systemic infections ; (d) it is an exacerbating factor as 
regards local and remote disturbances ; and (e) it fre- 
quently fluctuates, in extent and severity, by becomin: 
more marked if the patient’s condition deteriorates or 
by improvement under effective therapy. 

The second clinical correlation with the reflex 
threshold findings was the observation that the presenc. 
and degree of hyperesthesia at a segment were in direct 
ratio to the reflex threshold of that segment. To state 
this as concisely as possible, low reflex threshold seg - 
ments are extremely hyperesthetic while normal, hig! 
reflex thresholds are not. The technical difficulties sur- 
rounding attempts to secure precise measurements o/ 
pain thresholds have blocked efforts to quantitate pai: 
thresholds. However, this does not alter or invalidat: 
the basic observation that in general terms severe lesioi: 
pathology is moderately hyperesthetic and normal areas 
have no hyperesthesia. In addition, the hyperesthesi: 
of the lesion area involved a discomfort which the pa- 
tients described as “burning or itching” discomfort 
which persisted after the noxious stimulus was with- 
drawn. We do not know whether the different charac- 
teristics of the discomfort at the lesion area, as con- 
trasted with the discomforts from major irritation at 
the normal area, are due to peripheral disturbance in- 
volving the end organs or a central disturbance of the 
pain pathways or perception centers. However, the 
fact that such differences did exist and that they per- 
sisted for long periods was well established. 

The third clinical correlation is that tissues in the 
lesion areas are far more susceptible to trauma than are 
tissues in normal areas. Tissues in lesion areas literally 
bruise easily. This was demonstrated by a very simple 
procedure. Two spinous processes, one at a low reflex 
threshold lesion segment and the other at a high reflex 
threshold normal segment, were selected in each patient. 
Both processes were then subjected to the same number 
of blows, of equal force, with a flat-surfaced metallic 
weight. The patient was then re-examined at periodic 
intervals over a period of several days. The hyper- 
esthesia at the spine of the lesion segment was greatly 
exaggerated by the trauma (the patients described the 
tenderness as being “a bone bruise’) while little or no 
tenderness resulted at the normal segment. While we 
do not know the precise physiologic or pathologic mech- 
anisms which account for this increased susceptibility 
to trauma at lesion segments, it appears obvious that 
these mechanisms are part, at least, of the complex 
trophic processes of the tissues. 

The recognition that the lesion involves, segmental- 
ly, a lowering of the reflex threshold, hyperesthesia, 
palpable tissue abnormality, and trophic changes has 
clinical importance for two reasons. First, by evaluat- 
ing the segmental skeletal disturbance, it is possible to 
estimate the extent and severity of spinal cord irritation 
which, in turn, gives an index of the extent and se- 
verity of the original pathologic focus.+ 

The second reason why the recognition of the le- 
sion as a complex process involving both spinal cord 
and peripheral disturbances is important has been dis- 
cussed earlier™ as follows: 

Korr, Drucker, and Grumbach, in excellent reviews of the 
clinical and physiological literature, have discussed observations 


+The limits of this paper do not permit discussion of all the factors 
surrounding “the original pathologic focus.” Suffice it to say here that 
while the evaluation of the lesion assists materially in reaching esti- 
mates of the severity and the segmental location of the focus, its precise 
identity and further evaluation must come from the history and physical 
examination and the various laboratory procedures which are indicated 
in the problem. 
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which indicate that the disturbances under consideration have a 
neurophysiological basis and that certain elements are involved. 
These elements appear to be (1) an afferent bombardment from 
a locus of pathology (including dysfunctions of a reversible 
nature), (2) a facilitation in the internuncial system and at the 
motoneurons, (3) motor “imbalance” which leads to (4) dis- 
turbances in other tissues in the involved segment. Obviously 
(1) the original locus and (4) disturbances in other tissues of 
the same segment represent what might be considered primary 
and secondary sources of afferent bombardment. 

While a step-by-step tracing of events from (1) to (4) 
bas not been possible, the demonstrations of the correlations 
letween low thresholds for muscle contraction, for pain and 
yalpable tissue abnormalities, and the more recent observations 
-oncerning segmental differences in vegetative hyperactivity and 
| vpoactivity appear to leave no question that the basic elements 
-escribed above exist in a relationship which can be schematical- 
\, diagrammed (Fig. 3). In this diagram, the “primary” af- 
‘orent bombardment has been termed an “X bombardment” 
ince it may arise from any part (or parts) of the involved 
.-gment, or from the higher centers. The stippled areas indi- 
ate the probable location of synaptic facilitation. The dashed 
limes represent a “secondary” bombardment or “feedback” 
vhich results from the motor facilitation. As has been demon- 
-trated in physiological experimentation, the size of the pool 
of facilitated neurons and the level of facilitation (subthreshold 
or threshold) is determined by the number of afferent or higher 
enter impulses reaching the pool. Consequently a reduction 
in the impulses reaching the pool, regardless of whether they 
-ome from primary or secondary factors, will have a thera- 


peutic effect. 
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Now with this discussion of some of the mech- 
anisms of the lesion process as a background and with 
mutual understanding that I am not presuming to pose 
as one qualified in the broad and complex mechanisms 
which are of particular importance in obstetrics and 
gynecology, I would like to discuss some of the prac- 
tical, clinical aspects of the evaluation and treatment of 


the osteopathic lesion. 

The demonstration of the correlation between 
spinal cord facilitation and clinical findings such as 
changes in the paravertebral tissues, which can be made 
quickly and easily, provides us with an accurate and 
current index of the presence, severity, and extent of 
the pathologic processes which produced the facilitation 
and which are actually or potentially undercutting the 
patient’s health and well-being. To use two extremes as 
examples, where we find normal resiliency in the para- 
vertebral tissues, littlke or no segmental hyperesthesia, 
and high reflex thresholds we have sound and valid 
evidence that there are few, if any, abnormal bombard- 
ments into the spinal cord which in turn indicates an 
absence of major pathology from which such bombard- 
ments might arise.t Such patients, except for unusual 
situations to which reference has’ been made by foot- 
note and except for the development of new problems, 
tThis generalization obviously does not include anomalous or ‘‘si- 
lent’? abnormalities, such as an ectopic gestation or a placenta previa, 


where up to the point of sudden deterioration the parts involved func- 
tion within normal limits. 
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can be expected to require a minimum of care and at- 
tention. At the other extreme, in patients where there 
is widespread paravertebral rigidity, hyperesthesia, and 
low reflex thresholds, we know that the reflex mecha- 
nisms of the spinal cord have been seriously disrupted 
by the afferent barrage from one or more major pa- 
thologies. These patients require a guarded prognosis 
and a maximum amount of care and attention. Every 
effort must be made to identify and treat every factor 
that is contributing to disordered function regardless of 
whether the factors appear to be part of the early X bom- 
bardments or part of the feedback mechanisms that have 
appeared subsequently. These are the patients who 
must be seen regularly and frequently for long periods. 

There are, of course, but few patients at these two 
extremes. It is rare, indeed, to find an individual who 
is totally free from postural stress and from other 
pathologic influences. Fortunately, it is also rare to 
find patients, particularly in the obstetric age group, 
who have severe and extensive pathology. In a high 
majority of the patients we see, those that are between 
the two extremes, our task is to evaluate what pathol- 
ogy is present, to decide whether or not therapy is indi- 
cated, and to plan the most effective and useful pro- 
gram. 

A practical approach here is to assess the chronic 
and the acute lesion pathology more or less separately 
(even though the information is gained in the course of 
the same examination). The finding of chronic lesion 
indicates the presence of low-grade, long-lasting ab- 
normality (which must be further identified by the 
history and other examinations) which might or might 
not warrant therapy but which should be checked 
periodically to determine possible shifts to a more acute 
disturbance. 

The finding of acute pathology indicates the need 
for an immediate identification of the factors which 
produced it and for active therapy directed at all con- 
tributing factors, including, of course, the feedback 
mechanisms of the lesion pathology itself in those situa- 
tions where the lesion is secondary to other factors. 

Up to this point we have discussed lesion pathol- 
ogy in terms of its characteristics and mechanisms and 
the structures which are involved, for the very simple 
reason that these factors must be identified, evaluated, 
and managed regardless of the age or sex of the patient 
in whom they are found. 

However, we must and do recognize that unques- 
tionably lesion pathology is influenced and conditioned 
by special factors in different age groups, in the two 
sexes, and in pregnant and nonpregnant women. 

It has been my privilege, as a general practitioner, 
to provide much of the antepartum and postpartum 
care for patients in my practice who are delivered by 
obstetric specialists. These patients have provided me 
with an opportunity to gain certain impressions con- 
cerning the special characteristics of the osteopathic 
lesion in the pregnant woman. These general observa- 
tions which should serve primarily as a guide for fur- 
ther study are as follows: 

1. The incidence of chronic lesion pathology is 
comparable in pregnant and nonpregnant patients. 

2. Chronic lesion pathology tends to show acute 
flare-ups between the third and fourth months of preg- 
nancy, which, if untreated, exert a harmful influence to 
and beyond delivery. 

3. Acute lesion pathology responds to treatment 
somewhat faster in pregnant than in nonpregnant pa- 
tients. 


(8) 


150 ELECTIVE INDUCTION OF LABOR—NORTON 


4. Prophylactic care of chronic lesions (particu- 
larly as regards manipulation) but including rest, exer- 
cise, and the management of other pathology will mini- 
mize or eliminate acute disturbances. 

5. Improvement or regression of lesion pathology 
provides a sensitive and accurate index of the state of 
segmentally related organs and systems and of the pa- 
tient’s general well-being. 

There are, I am sure, many other values in the use 
of lesion pathology as a diagnostic method, during labor 
as well as during the antepartum and postpartum pe- 
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Elective Induction of Labor 


A Report of 208 Cases 
CHARLES K. NORTON, D.O. 


In 1946, Mines and Holroyd’ and «n 1951 
Mines? reported on elective induction of labor in 
discussions of planned painless parturition. In 1950, 
Matthews* reported on the same subject. In the 
past 9 years, these have been the only authorita- 
tive analyses in our profession of this important 
and most controversial phase of obstetrics, elective 
induction of labor. Is it because our obstetricians 
are not instituting planned painless parturition, or 
has the procedure fallen into disuse because of its 
impracticability ? I do not consider it impracticable 
and feel that it offers the ultimate in service to a 
limited portion of any capable obstetrician’s prac- 
tice. Time and experience with the resultant im- 
provements in anesthesia and technic now have 
placed this phase of obstetric management within 
the realm of the fulfillment of a dream insofar as 
the pregnant woman is concerned, and the achieve- 
ment of a long sought aim insofar as the obste- 
trician is concerned. 


It is the ideal of every obstetrician to attain 
someday the ultimate in the practice of his spe- 
cialty, a completely safe and completely painless 
delivery of the pregnant mother. Today that goal 
is being approached. It is the purpose of this paper 
to present a method of elective induction of labor, 
based on sound obstetric principles, which in a 
series of 208 cases has had no maternal or infant 
mortality and no morbidity. 


However, the inadequacy of this method must 
be admitted since it was applicable to only 20 per 
cent of the patients of one obstetric practice dur- 
ing the 3 years in which this series was compiled. 
This low incidence of elective induction of labor 


Royal Oak, Mich. 


results from the exclusion of primigravidas, from 
the frequent shortage of hospital beds during 
which time only patients-in active labor with de- 
livery imminent were admitted, and from the 
scheduling of this type of case on only 1 day each 
week, a day on which I did not have office hours 
and could give undivided attention to the patient. 

No single obstetric procedure in recent years 
has been subjected to as much criticism as has 
the use of Pitocin in the first stage of labor. The 
criticism is justified when Pitocin is given by the 
intramuscular or subcutaneous route and when it 
is used on a patient not ready for induction. An 
obstetric department ruling in the hospital where 
I practice has prohibited the use of Pitocin in the 
first stage of labor in any form other than the 
dilute intravenous solution. Such criticism how- 
ever is without basis when the criteria which will 
be presented are met and when Pitocin is admin- 
istered under the management of a qualified ob- 
stetrician in a properly equipped hospital. 

METHOD AND MATERIAL 

In this paper, the term “multipara” designates 
a woman who has had one or more babies. 

All patients in this series were multiparas. 
Elective induction of labor in a primagravidous 
patient is fraught with danger. The old obstetric 
axiom, that until a woman delivers a baby vagi- 
nally it cannot be known whether she is capable of 
doing so, must be applied to this procedure. 

The following criteria are to be followed in 
elective induction of labor: 

1. The patient must be a multipara and should 
have delivered at least one normal-sized infant. 
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The patient must be fully aware of and completely 
agreeable to the procedure of elective induction of 
labor. 

2. The patient should be at or near term. 


3. The presentation should be cephalic. 


4. The presenting part should be engaged at 
no higher station than minus 2. 

5. The cervix should be ripe for induction: 
oft, moderately effaced, and the cervical os dilated 
‘o at least 2 cm. or 1% fingers. 

6. The patient’s hemoglobin content should be 
it least 12 grams per 100 cc. of blood. This is a 
necessity for safe conduction analgesia. 

7. There should be no cephalopelvic dispro- 
vortion, 

Restricting elective induction of labor to mul- 
‘iparous patients eliminates those to whom it would 
»e most desirable, primigravidas. However, in the 
interests of sound and safe obstetrics, Pitocin 
-hould not be used electively in the management 
of the first stage of labor in primigravidas. True, 
it may be of value occasionally in transverse arrest 
with almost complete dilatation of the cervix, in 
uterine inertia after the first stage is almost com- 
pleted, and in toxemia, but otherwise elective in- 
duction of labor in a first pregnancy is mentioned 
only to be condemned. A past history of a long, 
hard labor culminating in forceps delivery makes 
even a multipara a poor candidate for induction 
unless she has delivered other infants of average 
size in normal time in subsequent deliveries. 

No attempt should be made to induce labor 
unless the patient is at or near term. The pro- 
cedure loses all of its value if the delivered baby 
must combat the hazards of prematurity. One ex- 
ception to this rule occurs, however, in mothers 
who show evidence of Rh sensitization, and it is 
sometimes advisable to deliver these patients at 
37 or 38 weeks of gestation. If the Coombs’ test 
of cord blood is positive and the clinical condition 
warrants, as evidenced by serum bilirubin and 
hemoglobin studies, the infant may have to under- 
go exchange transfusion. This has been a success- 
ful procedure in six of the cases in this series. 

It has been my personal experience that fewer 
complications occur in the management of breech 
presentation if Pitocin is not employed to stimulate 
uterine contractions. Also, Pitocin is most effective 
when the membranes are ruptured, and to rupture 
membranes electively in breech presentation is to 
invite prolapse of the umbilical cord. Therefore, 
I do not perform elective induction of labor in 
breech presentation. 


Perhaps the most common error occurring in 
the selection of patients for induction is the im- 
proper evaluation of the uterine cervix. The cervix 
must be ripe for induction, and it is here that the 
obstetrician’s experience is put to its greatest test. 
The cervix should be anteriorly located, soft, at 
least 50 per cent effaced (a thickness of no more 
than 1 cm.), and dilated to at least 2 cm. or 1% 
fingers. I do not rely on rectal examinations for 
this evaluation. As a routine, a multiparous patient 
who is a candidate for elective induction of labor 
is seen weekly or twice weekly, beginning at 36 
weeks of gestation. The labia are cleansed with a 
solution of Zephiran, 1:1,000, and a sterile vaginal 
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examination of the patient is made. This vaginal 
examination is repeated at weekly or twice weekly 
intervals; its value lies in the observance of 
changes in the condition of the cervix. When the 
cervix becomes soft, moves to an anterior position 
owing to descent of the head into the pelvis, ef- 
faces, and dilates to about 1% fingers, the patient 
is ready for induction. There has been no morbid- 
ity from these repeated vaginal examinations.‘ 
They are more informative than rectal examina- 
tions, and are most certainly less uncomfortable to 
the patient. 

The change in the cervix as it becomes ripe 
is a particular point that I wish to stress as a 
guide to the proper time for induction. In the 9 
years that I have been practicing elective induc- 
tions of labor, I have experienced only one failure, 
and that occurred 8 years ago. It was a rather 
sad experience. On the basis of a single examina- 
tion, the patient was sent to the hospital for in- 
duction, her membranes ruptured, caudal analgesia 
started, and, as was the technc at that time, Pitocin 
was given by injection. After 8 hours, the at- 
tempt at induction was considered a failure be- 
cause no progress in labor could be observed, the 
anesthetic was discontinued, and the patient, with 
her membranes ruptured and in a very disappointed 
frame of mind, was sent home. Two weeks later 
she went into labor spontaneously and was deliv- 
ered by a difficult operative procedure. Fortunately, 
there were no postpartum complications in either 
mother or infant, but such an experience is a 
nightmare to the obstetrician on the case. 

The maintenance of adequate erythrocyte and 
hemoglobin levels is an integral part in the man- 
agement of any pregnancy. It is of particular im- 
portance in those cases which are to terminate in 
elective induction. Conduction analgesia should not 
be administered to any patient whose hemoglobin 
content is less than 12 grams. It is easier to main- 
tain an adequate level of analgesia with either 
epidural or caudal anesthetic with fewer hypoten- 
sive complications if the blood picture is normal. 
Also, there is more reserve at the time of delivery, 
and the patient’s convalescence is much smoother. 

Elective induction of labor is a unique pro- 
cedure and certainly does not fall into the category 
of routine obstetric management. There is always 
the possibility of failure because of faulty evalu- 
ation of the uterine cervix, improper estimation 
of the size of an overlarge baby, or unanticipated 
incompatibility to the medication used in conduc- 
tion analgesia. The patient should be made fully 
aware of these factors and her full consent ob- 
tained for induction prior to admission to the hos- 
pital. Fortunately, my series of cases has been 
free of these complications. Nevertheless, I always 
make the patient fully cognizant of the risk of 
failure. Almost without exception, the response 
has been eager agreement. The requests for repeat 
induction in a subsequent pregnancy testify to 
patient acceptance. 


PROCEDURE 


Patients selected for elective induction of labor 
in this series fall into three classes; all were multi- 
paras: 

1. Patients in whom pregnancy is normal and 
who are scheduled for conduction analgesia 
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2. Patients in whose pregnancy there is a 
medical complication such as Rh_ sensitization, 
rheumatic heart disease, or cardiorespiratory dis- 
ease who are scheduled for conduction analgesia 


3. Those patients who wish to deliver by so- 
calied natural childbirth, utilizing only pudental 
block for delivery. 


When repeated vaginal examinations, over a 
period of a few weeks after the head enters the 
pelvis, indicate that the patient is ready for induc- 
tion, she is instructed to report to the hospital 
at 8 a.m. of the day planned for delivery. She is 
permitted only liquids for breakfast: coffee or tea 
and fruit juices. On admission she is prepared for 
delivery and given an enema and premedication. 
Routinely, Delvinal sodium, 1% grains orally, and 
Nisentil, 60 mg. intramuscularly, are administered. 
If conduction is planned, the analgesia is started. 
In nearly three fourths of this series, lumbar 
epidural analgesia was used. 


After a level of analgesia has been established, 
the amnion is ruptured with a long curved Allis for- 
ceps. Pitocin in dilute solution is then given intra- 
venously, using a vein in the ankle area whenever 
possible. The patient is thus free to move her arms 
about and is more comfortable since there is no 
feeling in the lower extremities. The concentration 
of Pitocin employed varies with each case. If a 
brief period of induction is anticipated, not lasting 
for more than 3 hours, 1:8,000 Pitocin in 5 per 
cent glucose in water is used. The concentration 
of Pitocin solution is also determined by the tend- 
ency toward hypotension under conduction anal- 
gesia. The hypotensive patient should be given a 
more dilute solution in order to provide a greater 
fluid volume. If the stimulus to the uterus is not 
adequate from this concentration, 1 :4,000 or 1 :2,000 
Pitocin in 5 per cent glucose in water is used. 
Regardless of the concentration of the Pitocin 
solution, the rate of flow is adjusted to the point 
that a uterine contraction occurs every 2 to 4 
minutes and lasts from 30 to 45 seconds. This is 
a point to be stressed. 


I use more dilute Pitocin solutions than gen- 
erally reported in the medical literature but my 
experience has been that the more dilute solution 
is completely adequate provided the rate of flow 
is properly adjusted. Frequently a solution of 
1:8,000 with a rate of flow of only 20 drops per 
minute will initiate satisfactory uterine contrac- 
tions. In other cases, a 1:2,000 solution with a 
rate of flow of 70 drops per minute will be neces- 
sary. After the intravenous dilute Pitocin solution 
is begun, the patient is not left for at least 15 
minutes. During that time, fetal heart tones are 
auscultated every few minutes to determine 
whether the initiation of uterine contractions is 
distressing to the baby. From that point on, the 
fetal heart tones are checked and recorded at 15- 
minute intervals. Should any variation from nor- 
mal occur in the fetal heart rate, a nasal catheter, 
14-gauge French, is inserted or a light plastic mask 
is placed over the mother’s face, and oxygen is thus 
administered. This maneuver usually stabilizes the 
fetal heart rate. 


To aid in relaxation of the mother in labor, 2 
or 3 grains of Delvinal sodium in solution are 
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added to each liter of dilute Pitocin. This aids in 
the smoothness of the conduction analgesia and 
is completely innocuous to the infant. 

An interesting group of patients are those 
who deliver naturally, following the principles of 
Grantly Dick Read.* These patients wish no 
of analgesia, conduction or otherwise, for deliver ,. 
They will accept a pudental block so that an episi- 
otomy can be done. However, multiparas pose a 
definite problem to the busy obstetrician becau-e 
of the demand on his time when they go inio 
labor spontaneously. Their labor is usually bricf 
and, to be successful, the obstetrician must be :n 
constant attendance. The happy solution for «il 
concerned is elective induction of labor. Premedi- 
cation of Delvinal and Nisentil is given these 
patients, their membranes are ruptured, and intr.- 
venous dilute Pitocin administered. In the past 3 
years we have delivered 15 patients in this manner, 
and the results have been most satisfactory. 


In forty-one cases in this series, the infant's 
head was in malposition, either occiput transverse 
or posterior, when the first stage was completed 
and the patient ready to go into the delivery room. 
It is our practice to deliver the patient when dila- 
tation is complete and the presenting part past the 
ischial spines, at station plus 1 or lower, regardless 
of the position. We do not wait for the head to 
descend and rest on the perineum. This procedure 
shortens the end of the first stage of labor, which 
is potentially of increased hazard to the baby, with 
possible compression of a cord looped around the 
neck once or twice, aspiration of blood or amniotic 
fluid, or simply increased pressure on the fetal 
cranium. Perhaps this might be termed an appli- 
cation of DeLee’s principle of prophylactic forceps. 
Rotation of a head in malposition presents no 
problem. During the past 8 years at our institution, 
better than 95 per cent of all patients delivered 
have received conduction analgesia with a resultant 
high incidence of forceps deliveries. In my experi- 
ence in over 2,000 cases during this period, forceps 
delivery has been almost a routine procedure. 

There were sixteen cases of posterior occiput, 
and this malposition was corrected by rotation with 
Barton forceps. There were twenty-four cases of 
tranverse occiput, rotated to an anterior posi- 
tion, once by Luikart-Kielland forceps, twenty-two 
times by Barton forceps, and one time by fingertip 
rotation. Our Barton forceps have been altered 
from a fenestrated blade to a solid blade forceps, 
which makes a much more versatile instrument. 
The Barton forceps was designed primarily for 
rotation of a transverse occiput. Closure of the 
fenestrated blade has facilitated the ease of appli- 
cation, and the maneuver of rotation of a posterior 
or transverse occiput resembles that done in Scan- 
zoni’s operation. 


In our experience, correction of a malposition 
is more readily accomplished with Barton forceps 
than by either Kielland forceps or a Scanzoni ma- 
neuver. It is probable that the leverage afforded 
by the extreme pelvic curve of the posterior blade 
makes this so. Undoubtedly, many of these mal- 
positions could have been corrected by fingertip 
rotation, but the residency training program of the 
hospital where I practice is such that frequently 
a resident is permitted to perform forceps rotation 
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under supervision in a malposition that could be 
managed in a simpler manner. 


One infant developed massive atelectasis im- , 
mediately after birth following an uneventful 
induction of labor. Treatment with Alevaire mist 
and oxygen, antibiotics, and osteopathic manipu- 
lation brought about complete recovery in 9 days. 

he weight of this baby was 8 pounds 9 ounces. 
One patient in this series had an erythroblastotic 
infant which had expired in utero at 37 weeks of 
gestation. Hydrops had set in and the infant was 
nacerated. The elapsed time of this elective in- 
duction of labor was 5 hours and 20 minutes. One 
set of twins was delivered without incident; the 
frst baby was a cephalic presentation, and the 
second presented by breech. Six patients who were 
lh negative and in whom sensitization had oc- 
curred were delivered at 38 weeks. Four of these 
infants received exchange transfusions. 


One complication in this series, and one which 
ccceurs frequently in any conduction analgesia, was 
the slowing of fetal heart tones during or imme- 
diately after a uterine contraction. Administration 
of oxygen by nasal catheter will remedy this ap- 
parent distress of the infant. A drop in the mater- 
val blood pressure is usually the causative factor, 
and a pressor agent always should be available. In 
one case of elective induction, when dilatation had 
progressed to 4 fingers and the fetal head was at 
station plus 1 and the occiput in anterior position, 
the fetal heart tones dropped to between 60 and 
80 per minute. Intranasal oxygen, stabilization of 
the maternal blood pressure, and discontinuance of 
dilute Pitocin affected no change inthe slow rate. 
After continuous observation for 45 minutes with 
no improvement evident, the patient was taken to 
the delivery room, forceps applied inside the in- 
completely dilated cervix, a Dithrssen’s incision 
made in the cervix at the 12 o’clock position, and 
a viable infant delivered. 


The following chart is the statistical data of 
the cases in this series: 


TABLE I 


10 pounds 

4 pounds 1 ounce 
7 pounds 11 ounces 
8 hours 5 minutes 


Largest baby 
Smallest baby 
Average 
Longest labor 
Shortest labor 55 minutes 

Average labor 3 hours 35 minutes 


Oldest patient 45 years 


Youngest patient 18 years 
Average age 25 years 
COMMENTS 


The criticism leveled at elective induction of 
labor has centered on the charge that no procedure 
in the management of labor can be condoned which 
is done for the convenience of the obstetrician and 


s, J. L., and Holroyd, E. A.: Planned ainioes parturition ; 


1. Mines, 
future possibility. J. Am. Osteop. A. 45:387-391, May 19 


2. Mines, J. L.: Planned painless parturition; survey of 1145 cases. 


J. Am. Osteop. A. 50:303-306, Feb. 1951. 


ELECTIVE INDUCTION OF LABOR—NORTON 


REFERENCES 


3. Matthews, J. G.: Use of posterior pituitary extract in first stage 


(11) 
153 


which is possibly detrimental to the patient or her 
baby. I agree with such a criticism, but maintain 
that elective induction, if properly performed by a 
capable obstetrician and in an adequately equipped 
hospital, is primarily for the convenience of the 
patient. She has ample time to arrange for the care 
of her children, does not have to be rushed to the 
hospital, thus avoiding the hazard of a wild auto- 
mobile ride, and is admitted to the hospital with 
an empty stomach, a condition much preferred by 
the anesthetist. True, some benefits are enjoyed 
by the obstetrician. He knows that he has a case 
scheduled and an attempt to arrange his _ pro- 
gram, he is delivering a patient in the daytime 
who might possibly deliver during the night and 
thus interfere with a night’s rest, and he is better 
able to give undivided attention and more study to 
any individual patient. In candid appraisal, these 
benefits enjoyed by the obstetrician are really fac- 
tors that add up to better management of the 
patient who is undergoing elective induction of 
labor, as well as to the rest of his obstetric 
practice. 

The increased incidence of malpositions such 
as transverse or posterior occiput is more pro- 
nounced than in other series of cases under con- 
duction analgesia. Undoubtedly the relaxation of 
the perineum that is present in epidural or caudal 
analgesia is the factor that prevents the infant’s 
head from rotating spontaneously to an anterior 
occiput at the end of the first stage of labor. The 
ease with which the occiput can be rotated to a 
good position when the patient is under conduction 
analgesia makes this increased incidence of mal- 
position a negligible problem. 

I wish to stress again the fact that elective 
induction of labor can be satisfactorily performed 
only by an individual who has acquired experience 
and good judgment and that the anesthesia, when 
it is used, must be administered by a capable anes- 
thetist in an adequately equipped hospital. 


CONCLUSIONS 


1. Elective induction of labor is the closest 
approach to that ideal of every obsterician, a com- 
pletely painless and safe delivery of the pregnant 
woman. 


2. It must be performed by a capable obste- 
trician who has acquired good judgment and ex- 
perience and in an adequately equipped hospital. 


_3. Since there has been no mortality or morbidity 
in either mothers or infants in this series of 208 cases, 
the record in every way equals that of patients who 
go into labor spontaneously. 

4. Patient acceptance of this procedure and 


requests for repetition justify its continuance as 
long as it meets the standards of good obstetrics. 
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Routine for the Diagnosis and Treatment of the Common a 
. 
Lesions of the Vulva, Vagina, and Cervix 

pra‘ 
JACQUELIN BRYSON, D.O. prac 
Denver in t 
and 
EXAMINATION scars of old lacerations. A test for cystocele, urethro- me 
In this discussion an attempt will be made to out- — cele, and rectocele should be made and the effect of such ¥ . 
line an orderly routine for the examination of vulvar, defects on the support of other pelvic organs noted, so ot 
vaginal, and cervical lesions and to interpose some per- that all of these factors can be evaluated to determine 
sonal observations on the diagnosis and treatment of the — the relative bearing of each on the patient’s complaint. i 
conditions encountered. Only the more commonly met In this way, the physician is most likely to select tire oe 
conditions can be considered in this short discussion. treatment which will rid the patient of the complaint ei 
Careful observation of the vulva can be most help- for which she sought advice. saad 
ful in arriving at the correct diagnosis. The labia should In persons with atrophic changes of estrogen de- is 5 
be inspected first, and their color and evidence of _ ficiency, the upper vagina will often be inelastic and may tur 
swelling and downward draining of a leukorrheal dis- even be contracted to a point which makes examination poi 
charge should be noted. A shiny, dark red, edematous and visualization of the cervix difficult, or even im- ale: 
vulva should bring to mind the possibility of diabetic possible in extreme cases. Ulceration of the vaginal syn 
vulvitis and steps should be taken to determine whether mucosa and petechial hemorrhage of the mucosa often Tri 
or not diabetes is present. A moist, red, swollen vulva accompany atrophic change. When two ulcerated sur- Sut 
with small inflamed and denuded areas should arouse faces lie in contact for considerable time, adhesions 26 
suspicion of an acute Trichomonas infection. White can and do occur. These adhesions can become sufti- inc 
patches of caseous material which cling tenaciously to ciently dense and numerous to ultimately obliterate the pai 
the dermis suggest a monilial infection. In susceptible channel of the upper vagina. clo 

individuals with a very severe monilial infection the en- In inspection of the cervix the following should 
tire vulva may become ulcerated. I have seen one such be considered: size, location, color, presence of dis- a 
case within the last year. Adequacy of the pubic and la- charge issuing from it, lacerations, ulcerations, erosions, ee 
bial hair growth should be noted. In women in the sixth cysts, polyps, bleeding from the cervix, the size of the . 
decade, it is to be expected that growth of hair in this cervical canal, and patency of the entire canal. ° 
region will become increasingly sparse, but this sparsity ‘ pe 
may, on occasion, be noted in women considerably DIAGNOSES a 
younger. When encountered in younger women, pro- With the foregoing inspection completed, a plan “a 
vided they have not received x-ray therapy for a pelvic of examination can be formulated and carried out. This i 
condition, the change is significant and usually indicates will include various smears, cultures, and_ biopsies ” 

a physiologic age more advanced than the chronologic where indicated. In general, all abnormal secretions, 
age. and for thoroughness, normal appearing secretions, ex 
Inspection of the vagina must be carried out with should be examined by smears and cultures. Biopsies ¥ 
equal care. The type and amount of vaginal secretion should be done on all tissues showing an outgrowth sh 
is usually the first observation. The secretion may ap- OT build-up in thickness, bleeding tendency, or granu- = 
pear normal, thick, thin, white, yellow, yellowish green, lar or ulcerated appearance, provided the tissues appear fo 
frothy, tenacious, caseous, watery, or clear and glairy. alarming or do not return to a normal state under pl 
In a normal individual, a clear, glairy cervical secretion tteatment which ordinarily is adequate. In this category Pa 
at the midcycle indicates that ovulation has just oc- I would also place those areas which do not appear - 
curred. A yellowish green fluid discharge suggests pos- normal on palpation. - 
sible gonorrhea, but it may only be the result of mixed Vulvar lesions most often are caused by conditions di 
nonspecific vaginitis. Frothy, thin discharge, whether originating in the vagina, and the diagnosis is con - 
white or yellow, suggests the presence of Trichomonas firmed by examination there. Even condylomata acu- tc 
vaginalis, usually with a mixed nonspecific bacterial minata most often are the consequence of poor vaginal et 
infection. Caseous discharge should arouse suspicion of — hygiene, and correction of vaginitis is often associated e 
moniliasis. This becomes especially true if the caseous with spontaneous regression of vulvar condylomata. f, 
material clings tightly in plaques to the vaginal wall. Noteworthy exceptions would include primary cancer 1 
Next, the condition of the vaginal mucosa is to be Of the vulva, atrophic changes due to estrogen deficien P 
noted. Edema, redness, ulcerations, papillomas, condy- cies, such as kraurosis vulvae, senile atrophy, and leu- ‘. 
lomas, inclusion cysts, or any other abnormal findings koplakia. Biopsy of tissue from these lesions is th: ‘, 
should be looked for. Paleness of the vaginal mucosa, diagnostic method of choice. ti 
with or withort petechiae, ulcerations. or excoriations ‘In the vagina, smears should be made from the ti 
suggest atrophic changes associated with the estrogen upper vagina and cervix and transferred to enoue! . 

deficiency of the aging patient. The degree of elasticity glass slides to permit the bacteriologist to make an ade 

of the vaginal wall is important. In a healthy young quate study. By this method most ordinary bacteria! 
female, the wall will be elastic and pliable with a sense invaders will be identified. With another swab, upper . 
of elastic strength imparted to the examining finger. vaginal secretions, including material from adheren‘ e 
This type of mucosa is most capable of resisting the in- caseous plaques if they are present, are inoculated ont t 
vasion of pathogenic organisms. In some women who a tube of Nickerson’s medium and incubated for Can- . 
have borne too many children or who have had rigor-_ dida. If Candida is present, a light brown growth will . 
ous labors or poor obstetric care or both, the vaginal be noted on the medium in from 1 to 2 weeks. One . 
wall will be redundant, relaxed, and often traversed by more swab saturated with upper vaginal secretion is im- § 


pst. and Gynec. Supplement 
Ot 8, No. 1, October, 1955 


mersed in warm normal saline solution for examination 
by hanging drop technic for Trichomonas vaginalis. 


I find the hanging drop examination to be the most 
practical technic in the circumstances under which I 
practice and these are probably similar to those found 
in the offices or clinics of most of our members. Kean 
and Day’ have described a relatively simple culture 
method for the diagnosis of Trichomonas infection 
which in their hands gave 3.8 per cent more positive 
reports. In a series of 500 patients, they secured posi- 
tive reports of Trichomonas infection in 16 per cent 
by their culture method and in only 12.2 per cent of the 
patients by the hanging drop method. In 80 positive 
patients, the efficiency rate of the hanging drop method 
was 76 per cent (61 of 80 cases), whereas the culture 
method uncovered 100 per cent of cases. This, I think, 
is significant, and I may be persuaded to adopt the cul- 
ture method, or at least test it. Kean and Day also 
point out that they found that the parasite is quite prev- 
aknt in gynecologic patients, that is, patients with 
symptoms of leukorrhea, and so forth. They found 
Trichomonas in 6% per cent of asymptomatic “cancer 
survey” patients, 15 per cent of obstetric patients, and 
26 per cent of gynecologic patients. I view this high 
incidence of the infection in gynecologic patients as 
particularly significant, and it points to the need for a 
closer scrutiny for Trichomonas infection. 


In older patients complaining of symptoms of 
vaginitis, senile vaginitis must be suspected. The ap- 
pearance of the vagina in senile vaginitis is typical. 
Papanicolaou smears can be most helpful in the diag- 
nosis of this condition. In such smears, the epithelial 
cells will be irregular in size, with many cells smaller 
than usual, the nuclei larger, and cytoplasm containing 
basophilic staining granules. The microscopic field is 
cluttered up with pus cells and debris. 


I want to point out that the Papanicolaou smear 
examination should not be performed at this stage of 
a routine examination since specimens for this test 
should be taken before the vagina is invaded with lubri- 
cants and so forth. I usually reserve a separate visit 
for this test and commence by introducing a dry Ayres 
pipet into the cul-de-sac and aspirate secretions which 
are then expelled onto a clean dry slide. The slide is 
immediately immersed in equal parts of ether and 95 
per cent ethyl alcohol. Next, a dry speculum is intro- 
duced and scrapings of the face of the cervix are se- 
cured with the Ayres wooden spatula and transferred 
to a slide which is also immediately immersed in the 
ether-alcohol mixture. In this locality the slides are 
transported to the pathologist still immersed in this 
mixture, but others may prefer to have them removed 
from the solution after 1 hour and transported dry. 
There now is no doubt remaining of the value of the 
Papanicolaou smear technic, provided the examination 
is done by a competent pathologist especially trained 
in the method. Its chief use is as a screening examina- 
tion for the detection of cancer in routine examina- 
tions; it is not to be substituted for biopsy of suspi- 
cious tissue where such tissue is accessible. 


Schiller’s test should be performed in any routine 
examination. Squamous epithelium is normally found 
extending up to the mucocutaneous junction at the ex- 
ternal os of the cervix. Squamous epithelial cells nor- 
mally contain glycogen, but the columnar endocervical 
cells do not. When iodine is applied to the cervix it 
combines with glycogen. Thus, cells containing glyco- 
gen will be stained and other cells will not. Therefore, 
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if the surface of the cervix stains smoothly right up to 
the external os, it is fairly safe to assume that the cer- 
vix is covered with normal squamous epithelium. When 
such is not the case, the epithelium is not normal and it 
should be investigated further by sharp biopsy in order 
to determine if cancer exists. 

I discussed the preparation of this paper with Dr. 
Arthur Funnell. The following are some of his per- 
sonal views and observations, with which I am in 
accord. We prefer to do the sharp biopsy under general 
anesthesia, usually Pentothal, followed by electrosurgi- 
cal conization of the cervix. In doing a cervical biopsy, 
we always sharpfy dissect a complete cone of tissue in- 
cluding the entire circumference of the mucocutaneous 
junction. We believe that punch and quadrant biopsies 
are not thoroughly reliable because they leave unex- 
plored too many areas of possible cancer. 

At this point, I shall discuss cystic cervicitis and en- 
docervicitis, a type of benign lesion of the cervix which 
requires careful handling. The entire cervix and a wide 
area of the portio vaginalis are completely filled with 
large bleblike nabothian cysts. I know of no special 
name for this type of cystic cervicitis but, to my way of 
thinking, its appearance and behavior under treatment 
place it in a separate category. In a cervix with this 
appearance, the extensiveness of the cystic degenera- 
tion, the bulging blebs, and the red, angry appearance 
of the whole cervix are striking. It is easy to decide that 
biopsy and conization are necessary, but if the aggres- 
sive nature of this degenerative process is not appre- 
ciated and treatment is not adequate, some months later 
examination will reveal that the cysts have returned 
and the cervix looks as bad as before. Conization must 
be done as widely and as radically as is possible, and 
the result will approximate a cervical amputation. I 
have found no lesser procedure to be effective in pre- 
venting recurrence of the cysts. In this instance diag- 
nostic procedures and treatment are involved in one 
and the same operation. 


TREATMENT 


Any attempt at discussion of treatment of the con- 
ditions herein described immediately becomes contro- 
versial. I will present here my own point of view. 

Diabetic vulvitis is, of course, primarily treated 
by the treatment of the diabetes. Concurrent conditions 
such as various infections or senile vaginitis must not 
be overlooked. Extraordinary attention to personal hy- 
giene is imperative in the management of diabetic vul- 
Vitis. 

Condylomata accuminata may be found on the 
thighs adjacent to the vulva, on the vulva itself, or in 
the vagina extending upward over the entire cervix. 
Biopsy is usually advisable to establish the nature of 
the growths, especially if they are found on the cervix, 
as they may be easily confused with squamous papil- 
loma, which occasionally becomes malignant. The 
treatment of the harassing lesions is determined by the 
extensiveness of their occurrence. When only a few 
isolated lesions are found, they may be destroyed by 
fulguration or application of podophyllin, but I use nei- 
ther if the lesions are too numerous or large, as the 
resulting denuded areas are too troublesome to heal. 

I would like to point out that podophyllin is not 
a medicament to be prescribed for self-application. The 
manufacturers of podophyllin ointments caution against 
smearing the agent onto normal adjacent tissues be- 
cause of the danger of destruction of any tissue it 
touches, and certainly no patient can apply it herself 
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without this danger. In addition, application of podo- 
phyllin often causes considerable pain. 

No one thoroughly understands the etiolegy of 
condylomata accuminata and until this is learned, the 
treatment cannot be altogether simple and_ specific. 
However, bacterial or virus invasion is a likely cause, 
or, at least, an exciting agent. Therefore, careful per- 
sonal hygiene should be the first consideration. Sterili- 
zation of the vaginal discharges by use of antibiotic 
creams has been followed by spontaneous regression of 
the growths in many patients I have treated. I prefer 
to follow a conservative course in the,treatment of this 
condition. 

Senile vaginitis is usually accompanied by nonspe- 
cific bacterial invasion. I therefore couple antibiotic 
therapy with hormonal replacement. In the acute phase, 
parenteral injections of estrone plus vaginal application 
of an antibiotic cream are employed. As soon as the 
acute phase subsides, Theelin vaginal suppositories are 
substituted for the parenteral administration of estrone 
unless additional estrone is indicated for the manage- 
ment of systemic signs of estrogen deficiency. All of 
these patients are closely examined to rule out cervical 
or corpus carcinoma and are required to report at regu- 
lar intervals indefinitely for observation of the vaginal 
mucosa. 

Most bacteria invading the vagina, as elsewhere 
in the body, have developed resistance to many anti- 
biotics, both new and old. For this reason, it is well, 
before beginning indiscriminate antibiotic treatment, 
to secure a culture of the vaginal secretions and per- 
form an antibiotic sensitivity test to determine the one 
most effective for the particular bacteria. This test is 
not complicated when done with the new testing disks 
and may be done in any laboratory equipped with an 
incubator. The material secured from the vagina may 
either be first grown on a nutrient agar medium and 
then transferred to the testing disks, or it may be in- 
oculated directly on the testing disks and incubated 
without primary culture to identify the organism. I pre- 
fer the latter method for the reason that it seems likely 
that one or more organisms in mixed infections may be 
lost in the primary culture if the two-step method is 
used. In this case, the final result of the test may not be 
altogether reliable. 

When the most effective antibiotic agent has been 
determined, I employ this agent vaginally, if it is avail- 
able in this form, and supplement it by oral or paren- 
teral medication with the same agent. If the particular 
drug is not available for vaginal usage, it is given by 
oral or parenteral administration and other vaginal hy- 
giene measures are prescribed. Many of these cases will 
require cervical cautery or conization to clear up com- 
pletely. 

Trichomonas is successfully treated with numerous 
agents available today, such as Vioform inserts, silver 
picrate suppositories and powder, Terramycin supposi- 
tories, gentian viclet or a combination of gentian vio- 
let, neutral acriflavine, and brilliant green coupled with 
vinegar douches. 

Even more important than the selection of a drug 
for treatment of Trichomonas are certain principles 
which should govern the management of the case. An 
understanding of the life cycle and the propagation 
habits of the parasite reveals several facts which should 
be adapted to treatment of the invasion. The organism 
grows in the bladder and bowel of the female as well 
as in the vagina. It also grows in the bladder, urethra, 
and bowel of the male. The parasite propagates by eggs. 
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The eggs are not easily destroyed by any medication 
but the adult parasite is. Menstruation and pregnancy 
seem to favor the hatching of the eggs. Several facts, 
helpful in treatment, may be deduced from the forego- 
ing. An examination of urine and feces is often neces- 
sary to find the source of reinfection in stubborn cases. 
Husbands must also be examined to make certain that 
they are not reinfecting the wife. 


If patients with Trichomonas infection are treated 
only until negative slides are obtained and then released 
as cured, a recurrence can be expected in most ca es, 
Some unhatched eggs will remain at the end of this 
single period of treatment. I recommend repeated s’ide 
examinations, and when several negative tests have 
been obtained, but not before, constant treatment is 
replaced by cyclic treatment. This consists of renewing 
the treatment for 10 days following the onset of the 
menses for not less than 4 months. This allows destruc- 
tion of adult forms of the parasite which are likely to 
hatch out under the favorable environment of the men- 
strual flow. 


In the treatment of trichomoniasis, the general 
health of the patient is of prime importance and, if 
good, aids greatly in destroying the invader. Here, os- 
teopathic manipulative therapy is of great help, and it 
also is beneficial in most other pelvic conditions. Ane- 
mia and hypothyroidism commonly coexist with tri- 
chomoniasis. Their correction will aid a great deal in 
overcoming the infection. This is a general principle 
which should be applied to the treatment of all condi- 
tions mentioned in this paper. It should also be men- 
tioned here that Trichomonas will often be found to be 
a secondary invader following the apparently success- 
ful treatment of gonorrhea and following prolonged use 
of broad-spectrum antibiotics. Preparations of Neocul- 
tol and Bac-T. milk will aid in preventing the growth 
of both Trichomonas and Candida in the latter instance. 
Cervical cautery is often necessary to secure permanent 
cures in Trichomonas infection. 


The increased use of the broad-spectrum antibi- 
otics has resulted in more frequent and more virulent 
invasions by Candida albicans. A satisfactory routine 
for the treatment of moniliasis of the vagina consists 
of the following: The vagina is scrubbed with Acido- 
late, a detergent, rinsed with water, and dried. A triple 
dye solution consisting of gentian violet, neutral acri- 
flavine, and brilliant green is used to paint the entire 
vagina and vulva. The patient is given a prescription 
of Gentia-Jel or Propion Gel. At home, a daily douche 
of Nylmerate solution is used followed by injection of 
the selected jelly. Office treatments should be carried 
out two or three times weekly until several negative 
cultures have been obtained and the tissue is clinically 
normal. Routine re-examination at monthly interva's 
should be carried out for several months before tle 
patient is dismissed. 

As the first step, the treatment of cervicitis and 
cervical erosions requires the employment of the apprv- 
priate measures heretofore described for clearing v9 
vaginal infections. Following this, cauterization or cor- 
ization coupled with cervical biopsy is, in my opinio:, 
always necessary. Not everyone agrees with this, bit 
[ have yet to see a cervical erosion or endocervicitis 
cured by medicinal means. Some of these patients har- 
bor malignant conditions that have gone unrecognize| 
during medicinal therapy. 

The treatment of cancer of the cervix will not be 
discussed in this paper. I do, however, wish to make a 
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October 1988" 
plea for more adequate and thorough biopsy of all dis- 
eased cervices, because only by this procedure can early 
intraepithelial carcinoma be diagnosed. I might point 
out that there are now four terminologies in common 
usage for the synonymous description of these lesions. 
They are carcinoma in situ, noninvasive carcinoma, 
intraepithelial carcinoma, and League of Nations stage 
0 carcinoma of the cervix. I prefer the term intra- 
epithelial carcinoma. Recognition of intraepithelial car- 
cinoma before it becomes a more advanced type with 
invasion of the basement membrane is the key to lower- 
ing the mortality rate of cancer of the cervix. 

The mortality rate from adequately treated intra- 
epithelial carcinoma is, of course, far lower than from 
cases in which invasion has occurred, but this low mor- 
tality rate cannot be obtained without routine examina- 
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tions which will reveal unsuspected, early, noninvasive 
carcinoma. This requires more frequent use of cervical 
biopsy. Extensive irradiation and radical surgery are 
imperative when invasion and metastasis have occurred. 
As technics are improved, the mortality rates even in 
advanced cases will undoubtedly drop, but the results 
will never approach those obtained from treatment of 
noninvasive carcinoma. The physician can therefore 
render his best service to humanity by being ever alert 
and thorough in his efforts to detect cancer in the stage 
of unsuspected intraepithelial carcinoma. 


3300 E. 17th Ave. 
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INTRODUCTION 
The term “perinatal death,” as used in this paper, 
includes death before birth of fetuses weighing over 
400 gm. and death during birth or in the first 10 days 
of life. In general perinatal deaths are due to (1) 
some developmental interference to body parts or 
viscera (malformations), (2) maternal, immunization 
to an antigen in fetal blood cells (erythroblastosis), 
(3) interruption of the placental oxygen supply 
(anoxia from placenta previa, premature detachment 
of the placenta, prolapse or entanglement of the cord, 
prolonged labor, or other causes), (4) gross injury 
during delivery (intracranial, spinal, or visceral 
trauma), (5) birth at a time when organ development 
is insufficient for maintenance of extrauterine existence 
(prematurity), (6) infection (syphilis, pneumonia, 
septicemia, or other), (7) abnormal lung function 
(resulting from pulmonary hyaline membrane or 
intra-alveolar hemorrhage, (8) pathologic changes of 
undetermined cause and miscellaneous causes (hydrops 
without erythroblastosis, hepatic necrosis, diabetes or 
toxemia in the mother).* 
MORTALITY RATE 


Between 1922 and 1950 the perinatal mortality rate 
decreased by nearly 50 per cent.? In 1922 there were 
39.4 fetal deaths per 1,000 live births and 39.7 
neonatal deaths (first 4 weeks) per 1,000 live births. 
By 1950 the combined rate had been reduced by 35.7, 
there being 22.9 fetal deaths and 20.5 neonatal deaths 
per 1,000 live births. In this country the mortality 
rates have been much higher among the nonwhite than 
among the white population. In 1922 the stillbirth 
death rate was 73.4 for nonwhites and 36.4 for whites. 
The neonatal deaths in that year were 51.0 for non- 
whites and 39.0 for whites. In 1950 the stillbirth rate 
for the nonwhite population was 39.2 per thousand and 
for the white population 20.3; the neonatal death rate 
in 1950 was 27.5 and 19.4 for the nonwhite and white 
populations respectively. 

According to Potter,’ in the 10-year period from 
1931 to 1941 the perinatal mortality rate at the Chicago 
Lying-in Hospital of infants weighing more than 1,000 
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gram§ was 36.3 per 1,000 live births; it fell to 19.6 in 
the 5-year period from 1946 to 1951. Deaths due to 
anoxia fell from 12 to 4 and to trauma from 5.3 to 0.9 
per 1,000 live births, accounting for 74 per cent of the 
decrease. Deaths due to all causes except malformation 
and erythroblastosis showed a decrease. 


TABLE I—CAUSES OF MORTALITY DURING THE FIRST 
FOURTEEN DAYS OF LIFE, CHICAGO LYING-IN HOSPITAL, 
JULY 1, 1951 TO APRIL 16, 1954 (10,000 DELIVERIES)! 


400-1,000 1,001-2,500 2,501 + Total 
Hyaline membrane .................... 6 31 9 46 
Anoxia (intrauterine) -............. 2 7 10 
Trauma 1 3 5 9 
2 14 17 33 
2 2 3 i 
Erythroblastosis 1 + § 
No abnormalities ...................... 37 3 1 41 
Total 50 68 44 162 


Table I shows the causes of perinatal mortality 
at the Chicago Lying-in Hospital between July 1, 1951, 
and April 16, 1954. During that period there were 
10,000 births of infants weighing more than 400 grams. 
Almost one third of the deaths occurred in infants 
weighing less than 1,000 grams. Potter believes that 
prematurity can be considered the cause of death in 
only the 3/7 infants weighing less than 1,000 grams in 
whom there were no abnormalities. Of the entire 
group, hyaline membrane was the most frequent cause 
of death, prematurity the second most common, and 
malformation was third in frequency. 

At the Chicago Lying-in Hospital between 1931 
and 1951, 6.5 per cent of all live-born infants were less 
than 2,500 grams in weight. Although the frequency 
of premature infants was about the same for the entire 
period, the mortality rate for infants weighing be- 
tween 1,000 and 2,500 grams decreased from 15.7 per 
cent for the period 1931 to 1934 to 10.9 per cent for 
the 1946-1951 period. 

The Chicago Board of Health* made exhaustive 
clinical investigations into the cause of death in 8,905 
infants on whom satisfactory autopsies were performed 
between 1936 and 1949. These studies showed that as 
birth weight increased, the percentage of deaths from 
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abnormal pulmonary ventilation decreased. Failure to 
establish respiration causes more than half the deaths 
of premature infants in the early neonatal period. 

The maternal mortality rate in the United States 
in 1951 was 7.5 per 10,000 live births, about one eighth 
of the rate in 1915 when maternal mortality rates were 
first recorded for the birth registration area.* In the 
same year the infant mortality rate (under 1 year) was 
28.4 per 1,000 live births as compared to 100 per 1,000 
in 1915. However, more than one third of the infant 
deaths still occur on the first day of life. It becomes 
apparent that the fate of the mother and the fate of 
the infant form*an inseparable whole and that any 
improvement in the condition of one will be reflected 
in the condition of the other. 


ROLE OF THE OBSTETRICIAN 

Obstetricians must assume the responsibility for 
decreasing maternal and perinatal mortalities, for the 
lives of the mother and infant depend to a great extent 
upon the care received during the prenatal period, 
during labor and delivery, and during the first 10 post- 
partum days. 

It should not be necessary to emphasize the im- 
portance of early and constant attendance by the ob- 
stetrician when the patient enters the hospital in labor. 
The initial examinations should be performed by him 
rather than by the house staff or nursing personnel. 
Impending catastrophe is the responsibility of the ob- 
stetrician. He is the one who should determine the 
presentation, position, station, dilatation, fetal heart 
tones, blood pressure, and the presence of recent infec- 
tion, toxemia, and anemia. The patient’s oral intake 
should be limited and a record kept of it in order to 
prevent possible regurgitation and aspiration if inhala- 
tion anesthesia is required. The presence of the ob- 
stetrician may mean the difference between much, little, 
or no anesthesia. 

In the great majority of instances the fate of the 
infant is determined before the obstetrician transfers 
his care to the pediatrician. It is the obligation of every 
obstetrician to continue his studies and investigations 
into prevention of the factors causing perinatal death, 
and he must be ever ready to realize his own limitations 
and be willing to seek the help of someone more skilled. 

PREMATURE BIRTHS 

There has been little appreciable change in the in- 
cidence of premature delivery in the past 20 years, but 
the mortality rates have lowered considerably. The 
main etiologic factors in premature delivery seem to 
be: (1) multiple pregnancy, (2) severe malformations 
and erythroblastosis, (3) artificial termination of preg- 
nancy, (4) maternal toxemia, and (5) antepartum 
death from no apparent cause. Why, in the absence of 
any of these factors, does an apparently normally 
progressing pregnancy suddenly become abnormal wit. 
premature rupture of the amnion or uterine contrac- 
tions? Ina study made at the Chicago Lying-in Hos- 
pital between 1947 and 1952, 40 per cent of premature 
births were associated with definite etiologic factors 
intrinsic to the pregnancy, while in 60 per cent no 
apparent cause could be found.’ The percentage of 
multigravidas among the premature labor patients was 
higher than in the general hospital population, and 
their total number of pregnancies which ended unsuc- 

cessfully was proportionately higher than among the 
total multigravidas. It would seem that some funda- 
mental disturbance operating through more than one 
pregnancy may be an etiologic factor in primary pre- 
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maturity. No other significant findings were noted. 
Research of this type is of paramount importance if 
the incidence of premature delivery is to be reduced. 
Every effort should be extended to prevent premature 
labor. A careful x-ray evaluation of the period of 
gestation or waiting until the patient goes into labor is 
required before elective cesarean section performed 
because of a previous section. Few reports on elective 
section fail to show some fetal loss from error in 
determining maturity. . 


INFANT ANOXIA 

The one adequate, dependable, and clinically ap- 
propriate means of recognizing intrauterine 
anoxia during labor is ausculatation of the fetal heart 
tones. The fetal heart rate is subject to the norinal 
variations of mild sinus arrhythmia and to individual 
resistance of the organism to oxygen lack, but slowing 
is the first indication of fetal anoxia. Significant bra:ly- 
cardia is a drop from the usual rate of 120 to !40 
beats a minute to a rate below 100. Chances of the 
infant surviving without permanent brain damage les- 
sens progressively after bradycardia has been constant 
throughout the interval between contractions after first 
having occurred only during a contraction and imme- 
diately afterward. Irregularity of the rate along with 
bradycardia also indicates an extremely poor prognosis. 
Lund confirmed the transient and apparently com- 
pensatory nature of tachycardia in threatening fetal 
anoxia,® and showed that constant or intermittent tachy- 
cardia (more than 160 beats per minute) is in itself 
innocuous and not rare during labor.’ 

Another sign which has been considered indicative 
of fetal anoxia is the passage of fresh meconium. In 
5,534 deliveries reported by Schultze, the passage of 
meconium occurred in 3 per cent and was of negligible 
significance unless it was accompanied by changes in 
the fetal heart beat, in which case it was a sign of 
profound asphyxia. The absence of meconium, how- 
ever, does not preclude intrauterine distress, although 
some obstetricians still feel that its absence is a favor- 
able sign. Occasionally the passage of meconium pre- 
cedes changes in the fetal heart rate. 


Prolapse of the cord is a frequent caus of intra- 
uterine asphyxia. It may occur in any presentation but 
is most common in footling presentation and in prema- 
ture labor. The obstetrician should be on the alert for 
prolapse of the cord whenever there is an unengaged 
presenting part or any time after rupture of the mem- 
branes. If prolapse occurs, vaginal delivery should he 
effected immediately if cervical dilatation is sufficient ; 
otherwise, the patient should be placed in the Tren- 
delenburg position, oxygen should be administered, and 
the presenting part should be held away from the cord 
while the patient is prepared for cesarean section. 
Death from this cause may be directly attributed to the 
failure of the obstetrician to be in attendance during 
labor or to poor obstetric judgment in determining if 
delivery should be attempted and the type of deliver:. 


The use of carbohydrates, fluids, and oxygen wi! 
vary, depending on the duration of labor and the needs 
of the patient. In the last 4 hours of labor, if fluids an‘! 
carbohydrates are required, they should be given 
parenterally if inhalation anesthesia is to be used. East- 
man® has pointed out the condition of oxygen levels in 
the circulation of the infant before birth and has show: 
the need for more knowledge on the subject of oxyge 
and carbon dioxide changes and the needs of the baby 
during labor. It is generally agreed that intrauterine 
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anoxia is the leading cause of stillbirths and that it may 
be an important factor in neonatal pulmonary complica- 
tions and cerebral injuries. Every obstetrician has ob- 
served an irregular and slow fetal heart beat return to 
normal following administration of oxygen to the 
mother, and until enlightenment of the whole problem 
of fetal oxygen needs is obtained, encouragement 
should be given to liberal administration of oxygen 
during labor. 
ANTIBIOTICS AND VITAMINS 

There seems to be sound basis for the use of anti- 
biotics in the prevention of perinatal deaths due to fetal 
infection. In the Chicago Health Department survey,* 
13.1 per cent of neonatal deaths were due to infection. 
Pneumonia accounted for 70 per cent of these. In the 
majority of infants with pneumonia, infection occurred 
before birth from infected amniotic fluid. Undoubtedly, 
administration of antibiotics during early labor would 
have benefited these infants. Preventive administration 
of antibiotics seems justified for protection of the in- 
fant when membranes have been ruptured for more 
than 8 hours, when the patient is febrile, or when labor 
is prolonged. 

The value of administration of vitamin K before 
delivery is still a moot question. It does, however, pre- 
vent prothrombinopenia, which affects a small per- 
centage of newborns; it is inexpensive and without 
danger. 

PITOCIN 

In certain types of uterine inertia, an intravenous 
drip of Pitocin in glucose solution is of value in stimu- 
lating the forces of labor. Its administration is advo- 
cated by some’? in order to eliminate midforceps de- 
liveries when the second stage is prolonged. Although 
administration of Pitocin as a means of inducing labor 
has not received general acceptance, many good obste- 
tricians use it effectively and with good results. How- 
ever, its potential danger must always be remembered 
and vigilance exercised in order to prevent injury to 
the infant. 

ANALGESIA AND ANESTHESIA 

Analgesia and anesthesia play an important role 
in fetal salvage. All drugs given the mother for anes- 
thesia, whether inhalation, oral, or parenteral, tend to 
depress the infant. The effect depends upon the agent, 
the dose, and the time of administration in relation to 
delivery. The intrauterine atmosphere in which the 
fetus exists is approximately 50 per cent oxygen." If 
the newborn is a normal full-term infant delivered 
without undue trauma or drug depression, the blood 
oxygen saturation will rapidly adjust to normal adult 
levels. After normal spontaneous delivery at term 
without general anesthesia or analgesia, adjustment of 
the blood oxygen saturation to 95 or 96 per cent will 
take place within 15 minutes.’! This points out the risk 
involved when general anesthesia and analgesia are 
used and that the proper agent, timing, and administra- 
tion must be selected to counteract the risk. 


Taylor, Govan, and Scott’? studied the effect of 
maternal general anesthesia on blood oxygenation in 
normal full-term infants delivered vaginally, either 
spontaneously or by outlet forceps. The anesthetics 
used in the survey were regional, ether with or with- 
out neonatal supplemental oxygen, nitrous oxide, cyclo- 
propane, and Pentothal sodium. All were carefully ad- 
ministered for 10 to 12 minutes at the end of the second 
stage of labor. The differences were significant when 
infants whose mothers had received regional anesthesia 
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were compared with those whose mothers had received 
general anesthesia. Oxygen saturation above 90 per 
cent was considered normal. In the group in which 
regional anesthesia was used, 45 per cent of the infants 
showed 90 per cent or greater oxygen saturation in 1 
hour. In the ether anesthesia series, 3 hours passed 
before a similar number of infants reached normal 
oxygen saturation. Artificial resuscitation was given if 
respirations were not established spontaneously within 
3 minutes after birth; none of the 30 infants whose 
mothers received regional anesthesia required artificial 
respiration, but 1 of 10 infants required it whose 
mothers received Pentothal sodium; 3 of 10 following 
nitrous oxide anesthesia; 14 of 31 in the ether series; 
and 54 per cent of infants whose mothers received 
cyclopropane anesthesia. They concluded that a sig- 
nificantly higher percentage of infants reached normal 
oxygen saturation within 1 hour when regional anes- 
thesia was used than when general anesthesia was 
used. No full-term infants were damaged by any anes- 
thetic in the amount used, but the same small amounts 
might well have been injurious to premature infants. 

Masters and Ross,’* in a study of a large series of 
premature infants, compared those delivered by con- 
duction and nonconduction methods. In the former 
they included those delivered under caudal and saddle 
block anesthesia and analgesia. In the latter they in- 
cluded those delivered under morphine-scopolamine, 
inhalation, pudendal block, or thiopental sodium anes- 
thesia, any combination of these methods, or no anes- 
thesia or analgesia. In this study, conduction anesthesia 
proved to be twice as safe as nonconduction anesthesia, 
the uncorrected infant mortality rate being 10.7 per 
cent in the former and 20.8 in the latter group. 

Taylor’! has reported on the effects of meperidine 
(Demerol) hydrochloride and scopolamine combined 
with trichlorethylene inhalation. Demerol, 100 mg. and 
scopolamine, 0.4 mg., were administered when the pa- 
tient was definitely in active labor. This was repeated 
in 2 to 3 hours if necessary. Self-administration of 
0.86 to 1 per cent trichlorethylene by the mother was 
found to be a satisfactory form of analgesia for the 
uncomfortable period of the first stage of labor and for 
the second stage. Pudendal block anesthesia with 1 per 
cent procaine solution was used for delivery and episi- 
otomy. The oxygen saturation of the baby’s blood was 
not affected by trichlorethylene analgesia. 

A discussion of analgesia would be incomplete if 
so-called natural childbirth were not mentioned. It has 
been my personal observation that with elimination of 
fear the first stage can progress without any form of 
analgesia. However, I have watched other obstetricians 
conduct the second stage and delivery without analgesia 
or anesthesia, and, as a result, I am unwilling to sub- 
ject my own patients to this type of delivery. Pudendal 
block, caudal, or spinal anesthesia at the termination 
of the first stage is, in my opinion, a distinct advantage 
to both mother and infant. 


The normal obstetric patient in the hands of a 
good obstetrician can take reasonable amounts of al- 
most any anesthetic or analgesic agent. “Reasonable 
amounts” means not more than 10 to 12 minutes of 
terminal general anesthesia before the end of the sec- 
ond stage. I agree with Taylor’ that no general anes- 
thesia or analgesia should be given in delivery of pre- 
mature infants, twins, in breech presentations and 
difficult forceps procedures, and for labors complicated 
by toxemia or hemorrhage. 
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PRESENTATION AND OPERATIVE DELIVERY 

As was mentioned previously, the rate of infant 
mortality due to trauma has decreased considerably. If 
the incidence of trauma is to be decreased further, the 
risk of presentation and operative delivery must be 
evaluated and obstetricians must increase their skill. 
Judd™ calls attention to the difference in the fetal 
death rate for the various presentations as noted in the 
Chicago study. Of 8,635 infant deaths, presentation 
was cephalic in 81.4 per cent, breech in 17.4 per cent, 
transverse in 1 per cent, and other types in 0.2 per 
cent. When the mortality rate per 10,000 live births 
was calculated for a 14-year period, it was estimated 
that there were 24.7 deaths per 10,000 live births with 
spontaneous delivery, 29.7 with midforceps and high 
forceps delivery, and 118.2 with version and extraction. 

From these figures it appears that low forceps de- 
livery for cephalic presentation is less of a risk than 
spontaneous delivery; it may be that the lower mor- 
tality rate is due to trained obstetricians frequently 
using low forceps as the delivery of choice for the 
average woman in labor. Pinder and Mines,’ in the 
first of their series of studies on fetal cranial stress, 
stated the belief that with proper application of forceps 
the compression effects will be minimized as the stress 
will be diffused through the basilar bony structures, 
sparing to some degree the more compressible cranial 
components. Their conclusion is that “proper applica- 
tion of forceps to the fetal head can be an aid in pre- 
serving the integrity of the fetal cranial structure by 
assisting in the normal completion of the mechanism of 
labor.” This compression must be minimized “so that 
the balance will be in favor of the amount of stress 
resulting from forceps use as compared to the forces 
at work during spontaneous expulsion.” Spontaneous 


precipitous deliveries which cause fetal death probably 


do so because of too rapid compression of the delicate 
blood vessels of the brain. Deaths may also result when 
the head remains too long on the perineum. Judicious 
aids to the so-called natural process of childbirth 
should be afforded. 

Tucker and Benson’® made a study of fetal in- 
juries and concluded that the incidence and degree of 
apnea depend on the difficulty of the operative proce- 
dure, and the degree of trauma and anoxia is responsi- 
ble in direct proportion for the incidence of stillbirth 
and neonatal death. Delivery by high forceps is inex- 
cusable, and midforceps delivery is under critical study 
because of its damage to both mother and infant. 
Cesarean section may be a better solution for midpelvic 
arrest. Taylor’ found the incidence of midforceps de- 
livery to be 1 in 324. The cesarean rate in his study 
would have been increased by only 1 per cent if these 
deliveries had been by section. In selected cases, East- 
man*® found midforceps delivery decreased from 1 in 
200 to 1 in 1,000 with oxytocin administration. Doug- 
lass and Kaltreider’® perform trial traction by forceps 
and resort to cesarean section if delivery does not ap- 
pear easy. 


In combined reports of 392,035 deliveries, the 
corrected infant mortality rate was 13 per cent for face 
presentations ; in 192,050 deliveries, the corrected infant 
mortality rate for brow presentation was 19.5 per 
cent.‘* The procedure of version and extraction, which 
has sometimes been useful in these presentations, has 
resulted in 118.2 infant deaths per 10,000 live births. 
Apparently, when the procedure is performed under 
adverse circumstances, the risk to the infant is out of 
proportion to that of cesarean section. It is my belief 
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that every well-trained obstetrician should include this 
procedure in his complement of operative technics, but 
it should be applied only when all the required condi- 
tions are present. This high fetal mortality rate mi:ht 
be partly caused by inexperienced operators who per- 
form the procedure in the absence of one or more of 
the conditions essential to its successful performance. 


In breech presentation the mortality rate is 3.7 
for 10,000 live births.‘* Of the infants delivered by 
breech presentation in the Chicago study, 24.7 jer 
cent were previable and 56 per cent weighed less t!.an 
1,800 grams. Breech presentation is much more i ‘e- 
quent in premature deliveries than in full-term ‘e- 
liveries, occurring in only 3 to 4 per cent of the lati-r. 
According to Judd,"* recent reports on breech deliveries 
show a corrected fetal mortality rate of 1 to 2 per cent. 
It is my opinion that breech delivery in which there is 
no discrepancy between the infant’s head and the nia- 
ternal pelvis is relatively safe when performed by an 
expert obstetrician. 


Some of the fetal indications for which cesarean 
section may be performed are maternal diabetes, cer- 
tain breech deliveries, cord prolapse before cervical 
dilatation, fetal heart failure before cervical dilatation, 
and cephalopelvic disproportion. The chance for salvage 
of the infant may lead to the decision to perform 
cesarean section in partial separation of the placenta, 
placenta previa, and abnormal presentation. The in- 
herent danger of loss of the infant in section has been 
estimated at from 1 to 12 per cent.* Hibbard?® found, 
in a series of 700 repeat cesarean sections, that 6 of 10 
neonatal deaths occurred in premature infants, and 3 
of the 4 weighing more than 2,500 grams died as a 
result of pulmonary failure. In this series premature 
labor accounted for delivery of 5 of the premature 
babies, and large myomas requiring operative interven- 
tion were responsible for the other. However, in an 
effort to reduce the incidence of prematurity in section, 
it is most desirable to have x-ray studies of the infant 
in estimating the length of gestation or to allow the 
patient to go into labor. In infants delivered by section, 
the nasopharynx should be aspirated prior to initiation 
of breathing, and resuscitation measures should be 
available for immediate use. 


MISCELLANEOUS CAUSES OF PERINATAL DEATH 


Malformations have gradually increased as a cause 
of death while most other factors have decreased. 
Medical science as yet has contributed little to reduce 
this etiologic factor. Erythroblastosis has also in- 
creased. The increase may be due to the increase in 
postmortem examinations, the increase in hospital de- 
liveries, and, unfortunately, failure to recognize the 
condition or to institute therapy immediately. So far, 
efforts to prevent the occurrence of erythroblastosis 
have failed. The value of replacement transfusion is 
well established, yet in the National Osteopathic Ob- 
stetrical Statistics,?° it is noted that of the 22 deaths due 
to erythroblastosis, there is no indication of transf- 
sions being given to 11 of the infants. Of the transfu- 
sions performed, 73.81 per cent resulted in salvage of 
the infant. 

The cord should not be severed until it ceases io 
pulsate. Approximately 100 cc. of blood may enter 
the infant’s circulation if severance is delayed.** This 
amount of blood is especially significant in premature 
infants and constitutes a relatively high percentage of 
their total blood volume. 
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Posthemorrhagic shock should be suspected in the 
newborn in cases of abruptio placentae, placenta previa, 
and other conditions which may result in occult bleed- 
ing from placental or umbilical vessels ;** in its pres- 
ence, transfusion should be performed immediately. 

Following traumatic delivery, symptoms of drowsi- 
ness, lack of muscle tone, and general hypoactivity 
must be watched for in the infant. These are signs of 
subdural hematoma which occurs in 0.31 per cent of 
full-term infants.2° Gradual evacuation of the contents 
of the hematoma by repeated small spinal punctures 
begun early in life may reduce the mortality rate and 
prevent future spasticity. 

RESUSCITATION 

As was mentioned previously, the fate of the in- 
fant is usually determined before his care is transferred 
from the obstetrician to the pediatrician. The obstetri- 
cian must therefore have an understanding of the 
phy siology of respiration, the ability to utilize resuscita- 
tion measures, and the knowledge of the prevention of 
further respiratory problems. 

The three main principles of infant resuscitation 

: (1) minimization of shock, (2) provision of an 
open airway, and (3) getting oxygen into the lungs. Gen- 
tle handling is necessary in order to avoid aggravating a 
possible cerebral injury or existing shock. Stimulation 
of breathing by such methods as spanking, artificial 
respiration, hot and cold tubbing, pouring ether on the 
skin, and dilating the sphincter are mentioned only to 
be condemned. They are not only useless, but they may 
do immeasurable harm. Their use indicates complete 
ignorance of the basic physiology and pathology of 
respiration. Maintenance of the body temperature is 
another factor in minimizing shock. The infant has 
been living in a water bath of about 100 IF’. Delivery 
may result in a 20-degree or more drop in his environ- 
mental temperature. Exposure to this temperature will 
cause loss of body heat, and a loss that is too great 
will contribute to shock. 

Provision of an open airway is the second con- 
sideration. When the head is delivered, the nose and 
mouth should be aspirated with a soft-tipped rubber 
bulb syringe, and spontaneous breathing should be pre- 
vented until this is done. Following delivery, the baby 
is placed on his back on a flat surface with the head 
slightly lowered to accomplish postural drainage. The 
infant should not be swung by his feet as this could 
increase cerebral hemorrhage. If the epiglottis and 
trachea appear blocked, visualization should be accom- 
plished with an infant laryngoscope, and if blockage is 
present, aspiration should be performed with a tracheal 
catheter or Flagg aspirator. 

Oxygen must be supplied to the lungs after the 
airway is opened. In some cases, a face mask may be 
sufficient, but in others, direct tracheal oxygen may be 
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required. This must be controlled at a pressure of 25 
cm. of water. Experimental evidence indicates that 40 
cm. of water is the maximum pressure that the full- 
term infant can tolerate for even short periods without 
danger.?!: This amount of pressure is insufficient to ex- 
pand the thorax of a very small weak infant. 

Respiratory stimulants are also mentioned only to 
be condemned. Some of these drugs may provide a 
brief stimulus, but the effect is quickly followed by 
depression. Furthermore, the difficulty is usually in 
the lungs rather than in the respiratory center. If 
morphine or its derivatives have been given to the 
mother too close to the second stage, injection of 2 to 
3 mg. of Nalline into the umbilical vein may be 
valuable. 

After resuscitation has been accomplished, the in- 
fant should be placed in an incubator in the nursery. 
Supersaturated atmosphere (mist) is useful in the pre- 
vention of hyaline membrane disease; premature in- 
fants should remain in this atmosphere for at least 24 
hours. Whenever tracheal catheterization has been per- 
formed or the stomach contents washed, antibiotics, 
such as 50,000 to 100,000 units of penicillin, should be 
administered as a prophylactic measure for 2 or 3 days. 
In the presence of atelectasis or abnormal pulmonary 
ventilation, therapy should consist of continuous nebuli- 
zation with postural drainage. Oxygen should not be 
administered to premature infants without definite indi- 
cation. If an indication exists, the oxygen concentra- 
tion must always be less than 60 per cent in order to 
prevent retrolental fibroplasia.?* 

SUMMARY 
1. The causes of perinatal death have been dis- 


cussed. 
2. Statistics from various years have been com- 


pared. 
3. The role of the obstetrician in decreasing peri- 
natal deaths have been described. 

4. Factors in premature labor have been discussed, 
and the need for further study of its prevention has 
been pointed out. 

5. The need for constant attendance by the obste- 
trician during labor has been emphasized. 

6. The role of anesthesia and analgesia in fetal 
salvage has been discussed. 

7. Presentation as an infant risk has been consid- 
ered. 

8. The effect of operative procedures and the need 
for re-evaluation of the risk of various types have been 
discussed. 

9. The importance of an understanding of the 
physiology and pathology of respiration have been 
stressed. 
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Postpartum Examination and Care* 


ARTHUR A. SPEIR, D.O., F.A.C.0.0.G. 
Merrill, Mich. 


“Post partum” is a Latin term meaning delivery. 
It is common to divide the postpartum period, the puer- 
perium, into an immediate postpartum period, the lying- 
in interval, which lasts for approximately 10 days, and 
a recuperative period which covers the remaining time 
until the patient returns to normalcy. It is my opinion, 
however, that the average patient does not return to her 
normal prepartum status within the 6 weeks after de- 
livery designated by the authors of most texts as the 
postpartum period. I am sure that many besides myself 
have seen cases in which the patient has needed as long 
as 3 months to return to normal. I believe, therefore, 
that no arbitrary limitation should be placed on the 
postpartum period, and that postnatal care should con- 
tinue until the patient has regained her prepregnant 
status. Numerous patients are left obstetric cripples 
because the obstetrician fails to give a thorough post- 
partum examination and proper postpartum care. 

After reviewing a number of texts I have found 
very little material on the examination and care of the 
postpartum patient. Apparently it is the belief of some 
that the obstetrician’s duties are over after the baby is 
delivered, and the mother is expected to recuperate un- 
aided. Fortunately, in most such cases, nature is very 
good to mothers, and they are restored to normalcy 
fairly quickly. 

The patients who do not return to normal easily 
or rapidly are the ones who cause the most concern and 
definitely deserve the utmost attention. Many conditions 
must be watched for during the postpartum period, but 
this paper is concerned primarily with hemorrhage, care 
of the breasts, and recognition of osteopathic lesions 
and correction of faulty mechanics. 


HEMORRHAGE 


Hemorrhage can be divided into two classifications 
according to the pathologic findings. It can be atonic, 
due to faulty contraction and retraction of uterine 
muscle, occurring at the placental site, or it can be trau- 
matic, resulting from injury to some part of the birth 
canal.! Primary postpartum hemorrhage is excessive 
bleeding in the third stage of labor before the expulsion 
of the placenta or within 24 hours after its expulsion. 
Secondary postpartum hemorrhage or puerperal hemor- 
rhage is bleeding which occurs more than 24 hours fol- 
lowing expulsion of the placenta. 

McCormick! lists the following causes of hemor- 
rhage in the puerperium: 

1. Atony of the uterus 

2. Retention of all or part of the secundines 

3. Deep tears of the birth canal, particularly of the 
cervix 

*Presented at the Fiftv-Eighth Annual Convention of the American 
Osteopathic Association, Toronto, Canada, July 14, 1954. 


4. Uterine fibroids 

5. Rupture of the uterus 

6. Thrombopenia 

7. Inversion of the uterus (Fortunately this is 
very rare; usually it is due to faulty care, rapid de- 
livery, or mismanagement of the patient by the obstetri- 
cian. ) 

8. Rupture of varicose veins in and about the pel- 
vis, its floor, and contents (also quite uncommon). 


In addition to these I would include the following: 
Too sudden withdrawal of certain medications used 
during this period, such as Ergotrate or similar prep- 
arations, stilbestrol, and Pitocin. 

T shall limit my discussion to just a few of these 
factors. 

The amount of blood loss which determines the 
severity of the hemorrhage varies considerably in the 
minds of many. Estimates of the average blood loss 
vary, but some obstetricians’ give a figure of 300 cc. 
and consider a blood loss of more than 500 cc. patho- 
logic. McCormick points out that expressing the blood 
loss in terms of body weight would be more accurate. 
Thus, in certain patients, loss of from 600 to 1,000 cc. 
of blood might not be alarming or particularly dan- 
gerous to the patient. A blood loss of 2,400 cc. has 
been recorded,’ but this is extreme, regardless of the 
patient’s weight. 

The oxygen-carrying power of the blood stream 
is high, and its aids in maintaining the individual's 
sense of well-being. In my opinion, any patient who 
has lost more than 1,000 cc. of blood should be watched 
closely. Routine daily blood counts should be made; 
oxygen should be administered ; and liver, iron, vitamin 
B,2, plasma, and whole blood should be used as in the 
care of any hemorrhagic patient. A patient who has 
lost this amount of blood is subject to shock, and meas- 
ures must be taken to prevent it. Oxygen does not re- 
place the blood lost, but it does have a good effect on 
the feeling of security and well-being of the patient; I 
have found this treatment is usually sufficient for the 
patient with moderate hemorrhage. I believe that 1:0 
definite regimen can be set down for these patients, 
but they require very careful and watchful treatment. 
In fact, I believe it would be of great value to the pa- 
tient, and to the obstetrician, to take the blood count of 
every puerpera at 24-hour intervals, or oftener, until 
her blood count returns to normal. 

Retained secundines constitute a cause of hemor- 
rhage which may be either primary or secondary. !n 
primary hemorrhage, quite frequently the placenta and 
membranes can be extracted manually, but this is not 
usually advisable. Curettage of the uterus with dull 
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curets is preferable, although occasionally sharp curets 
may have to be used. It must be remembered, however, 
that the uterus has undergone a marked change, has 
not in any way returned to normal by involution at 
this time, is very thin and friable, and is very easily 
perforated. Necessary precautions to prevent perfora- 
tion should be taken and, if it occurs, proper treatment 
must be instituted. It is an unforgivable sin not to give 
proper care for a perforated uterus. 

Lacerations or tears of the perineum, birth canal, 
aud cervix are another cause of hemorrhage. As a rule, 
unless the laceration extends into a vessel, it does not 
cause a frank hemorrhage but results in the type of 
bleeding that drags the patient down considerably over 
a prolonged period or causes a marked hematoma in 
the affected area and sloughing of the sutures used for 
repair. 
Laceration of the cervix can be caused by manual 
mishandling of the cervix, rapid delivery, use and abuse 
of forceps, and exceptionally large babies. Whatever 
the cause, it can be very detrimental and can cause 
hemorrhage, for which proper care must be given. 
Lacerations of the birth canal are usually caused by 
improper or unskilled use of forceps and failure on 
the part of the operator to consider the contour of the 
birth canal. Many obstetricians say that only the inex- 
perienced produce tears of the birth canal. If this is 
true, there are a great many inexperienced obstetri- 
cians. I believe ic would be more nearly correct to say 
that the inexperienced physician fails to recognize or 
neglects complete examination and evaluation of the 
tear in this area. 

Jones* lists the following as the proper examina- 
tion procedure to determine if the cervix is lacerated: 

1. Empty the urinary bladder. 

2. Retract the vaginal walls with Jackson blades placed 
high in the canal. Using three will provide for the desired ex- 


posure. 
3. Use a spotlight from over the shoulder of the operator 


or attached to the forehead of the operator. 
4. Wipe away accumulations of blood and debris from the 


canal. 
5. Place 2 long ovum forceps on the lips of the cervix 


and examine the perimeter by advancing the forceps clockwise 
hy short intervals. 

In order to evaluate the degree of injury, the cervix is 
inspected for the following: 

1. Degrees of thickness of the quadrants 

2. Shallow jagged border irregularities 

3. Thin areas comparable to a double thickness of mucous 
membrane 

4. Vertical lacerations of varying length 

5. Lack of integrity of attachment of the inner mucosa to 
the muscularis. 

Several methods of repair must be kept in mind, 
and the one chosen should be the one with which the 
physician is most familiar and which is best adapted 
for use for the particular laceration. However, a few 
reminders should be given: The first stitch is placed in 
the upper end of the laceration to be used as a guide 
and a retracter for further sutures. It is advisable to 
use interrupted sutures to bring the remainder of the 
two areas of the laceration together. After this is done 
and the bleeding is controlled, a continuous suture is 
suggested, from just below the point of the first suture, 
using a running stitch to bring the mucosa and muscu- 
laris together. 

For some strange reason episiotomy is frequently 
overlooked as a cause of hemorrhage. There are many 
different types and versions of perineotomy and peri- 
neorraphy, but space does not permit a discussion of 
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them. However, I would like to mention that the point 
known as 6 o'clock has the poorest blood supply and 
therefore is the choice of many physicians for the inci- 
sion, and I believe it has merits. However, if the in- 
cision is not large enough or the baby is larger than 
anticipated, the tear may extend into the rectum. 

There is much controversy over what sutures to 
use for the repair of episiotomy. Some advocate a fine 
suture, preferably obstetric 3-0. Others recommend 
obstetric 2-0. Still others advise the use of black silk, 
nylon, or cotton sutures in the belief that ambulation 
can begin earlier with no restriction of the patient’s 
activities and work if nonabsorbable sutures are used. 
Dr. A. C. Johnson® has done much to further the use 
of nonabsorbable sutures and early ambulation. 

I personally prefer obstetric 2-0 and 3-0 sutures 
becatise in my own cases adequate healing has occurred 
with minimal scar and minimal distress to the patient. 
On various occasions I have used nonabsorbable su- 
tures, and for some reason these patients seem to have 
been more troubled with soreness than is usual 
and, occasionally, with stitch abscess. Frequently I 
have had to remove these nonabsorbable sutures. In my 
opinion, 2-0 and 3-0 obstetric sutures have been suc- 
cessful in my cases because I encourage a modified 
form of early ambulation which I believe plays an im- 
portant role. When these sutures are used, ambulation 
is begun 18 to 24 hours after delivery. Bathroom privi- 
leges are given at this time, and the patient is discharged 
in 4 to 5 days. Moderate ambulation is maintained for 
a total of about 14 days. 

I have also found that the use of a perineal light, 
perineal witch hazel packs, and a hot-water bottle have 
improved results. With this regimen I find that the pa- 
tient has a better recovery, the return of the menses is 
more stable, the abdominal and perineal muscles resume 
their contour more quickly if they have not been dor- 
mant, and the patient has an improved sense of well- 
being. However, one difficulty of early ambulation is 
that the patient feels so well that she goes home and 
attempts to do all her regular housework. After about 
3 weeks she often develops nervous fatigue and col- 
lapses. When Dr. Johnson instituted the practice of 
early ambulation of his patients, he did so with the 
provision that the activities should be limited for a 
reasonable period. When it takes an average person 
weeks to recover completely from a common cold, it is 
obvious that early ambulation with complete resumption 
of activities too soon after delivery can be extremely 
detrimental. 

The last cause for hemorrhage which I shall men- 
tion is rupture of varicose veins in the area of the 
birth canal; this rarely occurs. I have not seen a case 
in some 18 years of practice. When it does occur, how- 
ever, the only treatment is surgical intervention and 
repair. 

CARE OF THE BREASTS 


Another important phase of postpartum manage- 
ment is care of the breasts. Most physicians at some 
time have neglected this aspect of the care of the ob- 
stetric patient. I encourage the use of creams, such as 
Mammol ointment, Massé, and cocoa butter, to keep the 
breasts soft. If the breasts are kept soft, the milk 
supply is better. Caked breasts, which can be serious 
and painful, result from improper care and frequently 
will make the nursing infant very ill. In my opinion, 
if the infant is not emptying the breast at each nursing 
and too much milk accumulates, it is advisable to pump 
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the breasts. Breasts that are nearly drained at each 
feeding, regardless of whether they are large or small, 
fill better than ones that are not emptied. Breasts which 
are not emptied tend to dry up or to have an inadequate 
supply of milk. 

Camphorated oil, the use of a breast binder and 
ice packs, and pumping the breasts as infrequently as 
possible will aid in drying up the breasts of a non- 
nursing mother. During the last few years stilbestrol 
has been used for this purpose and also in the treatment 
of engorged breasts. I find that the use of stilbestrol 
along with the older treatment gives excellent results in 
stopping the secretion of milk. The patient takes a 5 
mg. tablet four times a day for 4 days, then three times 
daily for 4 days, then twice a day for 4 days, and 
finally one tablet daily, gradually tapering off the 
dosage so that at the end of a month to 6 weeks she is 
not using stilbestrol at all. The physician must remem- 
ber, and the patient be warned, that sudden withdrawal 
of stilbestrol will result in marked hemorrhage or in- 
crease in vaginal bleeding. If it were necessary to omit 
any of these aids to stopping the milk supply, stilbestrol 
would be the one I would leave out of the regimen. In 
addition to copious use of camphorated oil, the pa- 
tient should keep the breast binder very snug. 


ROLE OF OSTEOPATHIC LESIONS 


I have left one of the most important features of 
this paper until the last; that is recognition of osteo- 
pathic lesions and correction of faulty mechanics in the 
postpartum patient. 

Some of the conditions following delivery that are 
caused from osteopathic lesions are malalignments, 
vomiting, backache, headache, neuritis, phlebitis, short 
leg, and abdominal distress. If the physician considers 
the strain on the sacrum, lower lumbar area, pelvis, 
and even the thoracic cage during pregnancy, he under- 
stands why these lesions exist in postpartum patients. 
The ligaments and muscles of the pelvic cage and the 
lower lumbar area and abdomen are undex terrific 
strain for the last 5 months of pregnancy. If the im- 
balance problem of these patients is analyzed along 
with the way nature has allowed them to compensate, 
the reason osteopathic physicians can help nature re- 
turn this patient to normal can easily be understood. 

A study of Whiting’s records® revealed one or 
more lesions in nearly half of pregnant women at the 
time she first examined them. These apparently were 
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due to changes in posture during pregnancy which 
often result in lower thoracic or lumbar strains. Most 
obstetrical patients will return to normal following de- 
livery, but the occasional one who does not is the one 
the osteopathic obstetricians should be most concerned 
with, 

As much consideration should be given to correct- 
ing those conditions resulting from osteopathic lesions 
as is given to the more familiar puerperal conditio‘is. 
The ordinary medical examination should be made first 
and should be followed with the osteopathic examinia- 
tion. The improvement in these patients following cs- 
teopathic manipulative treatment is amazing. 

Conley’ once said: 

Every obstetrician who is unaware of the susceptibility of 
the bones of the pelvis to lesion, or who is unable to assign to 
them their proper role as causative factors in many of tie 
disagreeable disorders of pregnancy, or who fails to assure 
himself of their structural integrity after delivery before dis- 
charging his patient, falls far short in his obligation to, or his 
possibilities for, safeguarding the future of that patient. 

He continued: 

If Dr. A. T. Still had contributed nothing more to the 
healing art than his concept of the lesions of the lumbosacro- 
iliac area, the women of that land should rise up and call him 
‘blessed’ and should insist upon a place for him in the medical 
‘Hall of Fame.’ 


SUMMARY 


The importance of postnatal care and of the post- 
partum examination has been discussed. Postpartum 
care consists of care of the patient from the time of 
delivery until she returns to normalcy. 

Treatment of hemorrhage, care of the breasts, and 
recognition and correction of osteopathic lesions have 
been stressed. 

Various ways of treating hemorrhage have been 
mentioned. Most important is control of the hemor- 
rhage; the second step is treatment of the patient for 
hemorrhage. 

The danger of sudden withdrawal of stilbestrol 
has been pointed out. 

The value of early ambulation following delivery 
has been considered, and the danger of too early a re- 
sumption of normal activities has been mentioned. 

The importance of the osteopathic concept as it 
relates to obstetrics has been stressed. 
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Infectious hepatitis was added in 1952 to the list of dis- 
eases to be reported weekly, but notification was known to be 
incomplete for that year. During the following 2 years re- 
porting was much improved and was probably better in 1954 
than in 1953. 

A high incidence of the disease occurred during the late 
winter and early spring months of 1954. The incidence de- 
creases during the summer months and may reach a low point 
sometime during the fall months. Sufficient data are not avail- 
able at this time to establish the season of lowest incidence. 

The provisional number of cases reported in 1954 is 49,739 
compared with 33,382 for 1953. The large number of cases re- 
ported during these 2 years indicate that the disease is a major 
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health problem. This is particularly true in certain areas of 
the United States. More than a third of the cases for both 
years were reported from the Middle Atlantic and South A:- 
lantic States. A large number of cases were also reported in 
the West North Central States, especially during 1954. 

An unusual characteristic of the disease is the long perio‘, 
6 weeks to 2 months, of convalescence from the infection. No 
successful treatment has been found, and in some cases tlie 
infection leaves chronic liver damage. Gamma globulin has 


been used successfully for prophylaxis. It gives passive in- 
munization and is effective if given to contacts during the ear! y 
part of the incubation period.—Public Health Reports, Marchi, 
1955. 
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*Steigmann, F., and Goldberg, E.: Ambulatory Continuous Drip Method 
in the Treatment of Peptic Ulcer, Am. J. Digest. Dis. 22:67 (Mar.) 1955. 

+Mg trisilicate 3.5 gr.; Ca carbonate 2.0 gr.; Mg oxide 2.0 gr.; Mg 
carbonate 0.5 gr. 
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to control 
any capillary or venous bleeding 
rapidly—within minutes, 


regardless of origin... 


to prevent 


surgical bleeding safely*... 


KOAGAMIN'’ 


parenteral hemostat 


*Over a million doses given without a 
single reported side effect—including 
thrombosis. 


KOAGAMIN, an aqueous solution of oxalic and malonic 
acids for parenteral use, is supplied in 10-cc. 
diaphragm-stoppered vials. 


NEWARK 2, NEW JERSEY 
Distributed in Canada by 
0675s Austin Laboratories, Limited, Guelph, Ontario 
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PRESCRIPTION SERVICE 


ALLERGIC DISEASES 


ALLERGENIC EXTRACTS, DIAGNOSTIC 
AND THERAPEUTIC 


Devoted exclusively to the manufacture of 
pollen, fungus, epidermal, food, dust, and 
miscellaneous allergenic extracts for the 


diagnosis and treatment of allergic con- 
ditions. 
A pollen check list for your state and other 
literature sent on request. 


U.S. Government License No. 103 since 1929 


ALLERGY LABORATORIES, INC. 


Pasteur Medical Building N. Lee Avenue 
Oklahoma City |, Oklehome 


Cathen) CHATHAM PHARMACEUTICALS, INC. 


Design, consisting of green cross and gold lettering on 
white background, is executed in best quality baked en- 
amel on a heavy bronze convex shield. Washable and 
weatherproof. 


Fitted with steel bracket for attachment to license plate 
holder. 


Recognized by many local and state police departments. 


Supplied only to members of the American Osteopathic 
Association. 


Price $1.50 Postpaid 


American Osteopathic Association 
212 E. Ohio Street Chicago 11, Illinois 


a 
: 


the 
anti-anxiety 


(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 


Appropriate to an age of mental and emotional stress, 
EQUANIL has demonstrated remarkable properties for promoting 


factor 


EQUANIL is a pharmacologically unique anti-anxiety agent 
with muscle-relaxing features. 
Acting specifically on the central nervous system, 
it has a primary place in the 
management of patients with anxiety neuroses, 
tension states, and associated conditions.!.2 
In clinical trials, patients respond with “. . . lessening of tension, 
reduced irritability and restlessness, more restful sleep, 
and generalized muscle relaxation.”? 
It is a valuable adjunct to psychotherapy. 

Wyeth Clinical usé is not limited by significant side-effects, 

® toxic manifestations, or withdrawal phenomena.?2 
Supplied: Tablets, 400 mg., bottles of 48. 


1. Selling, L.S. :J.A.M.A.157:1594 (April 30) 1955.2. Borrus, J.C. :J.A.M.A.157:1596 (April 30) 1955. 
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BACK PAIN 


Announcing a 
New Principle of 
Relief with the 
Bell 

Posture 
Bridge 

by 
TRUFORM 


Patented 


Eases facet impingement in the lumbo-sacral area by means 
of entirely unique 3-point pressure. Observe in the photo 
these key features: 

Exerts Positive Forward Thrust to tilt the pelvis, by 

direct contact of the lower pressure pad with the a-<¢ y 
terior surface of the sacrum. ™ 
Corrects Posture Defect, even excessive lordotic lumbar = 
curvature...with the upper pressure pad acting as B= 


a fulcrum. 
Makes No Other Contact along the back, between the 
As with all Truform Bridge’s two “piers” . . . there is no interference with the 
Anatomical Sup- positive pressure of the two pads. 
ports, this Bell Pos- =D Applies Controlled Counter-Pressure by means of 
ture Bridge is = the tightly-pulled straps. 


“Ava “Seeing Is Believing” ...so welcome the Truform fitter in 
ee aly from your city, Doctor, when he calls to show you this new Bell 
Posture Bridge. Only by actually examining and applying 
this unique support can you fully appreciate its perfect 
adaptability to the relief of low back pain. Over 500 
patients... with and without sciatic involvement... have 
already proven the Bell Posture Bridge during its develop- 
ment and clinical evaluation. 


Write for “Truform Red Book,” the fully illus- 


trated reference catalog of Anatomically Cor- 
rect Surgical Supports and Surgical Hosiery. 


Appliance 
Dealer” 


Jour 
42 Octo 
a 
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your patient on corticoid therapy ' 
needs ACTH 


**... there have been increasing indications 
that a sudden increase in the demand for 
adrenal cortical steroids may have serious con- 
sequences for the patient whose pituitary- 
adrenal mechanism has been rendered unre- 


sponsive to stress through prolonged use of * ® 
cortisone.””? Af | i Ge 


The new steroids “produce all the complica- *Highly Purified 

tions” —zncluding atrophy and loss of function of 

the adrenal cortex—resulting from cortisone.? Adrenocorticotropic H Corticotropin (ACTH) 


The stress of anesthesia and surgery may find 


your corticosteroid-treated patient unprepared 

unless the vital defense mechanism residing in 

the adrenal cortex has been reactivated by Ri 
ACTH. ; 


ee THE ARMOUR LABORATORIES. 
. Lewis, L., et al.: Ann. Int. Med. 39: 116, ; 
2. Spies, T. D., et al.: GP 12: 73, 1955. O aan 
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EXPLOSION-PROOF PORTABLE SUCTION 
AND SUCTION-ETHER UNITS 


Quiet, safe, precision-controlled suction or suction-ether service... 
always there at your call when you need it... lifetime dependability 
-..is what you buy in every Gomco unit. Add to this, explosion 
safety in both the Gomco No. 910 Portable Suction-ether unit 
(shown) and the 911 Portable Suction unit. Your 
Gomco dealer can show you how simple these attractive, 
sturdy units are to operate and care for. 
Ask him, or write: 


GOMCO SURGICAL MANUFACTURING CORP. 
830-M E. Ferry Street Buffale Ili, N. Y. 
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Avoxe the many elusive 


symptoms that iace the doctor are the vague 
aches and pains which his geriatric patient 
attempts to describe. 

Among the causes for these symptoms is 
calcium deficiency. Due to a highly selective 
dietary your geriatric frequently receives 
inadequate calcium intake. The results of 
such continued deficiency are often muscu- 
lar aches and pains with cramps, particularly 
in the extremities, frequently accompanied 
by increased irritability in all muscle and 
nerve cells and even functional changes in 
the nervous system. 

So when your patient complains of vague 
aches and pains due to calcium deficiency 
we suggest you supplement his diet with 
VM. No. 9. This unique and exclusive 
formula contains not one but two types of 


GLENDALE 1 


VITAMIN E RALS, INC. 


CALIFORNIA 
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calcium salts because calcium is absorbed 
best in acid media and the use of two salts 
buffers calcium in the intestinal tract where 
it is absorbed and holds down the pH. Vita- 
mins C and D are also included because they 


are necessary to calcium absorption. 


And in order to increase further the absorp- 
tion of calcium there have been added to 
this effective formula the members of the 
Vitamin B Complex family which is an aid 
to the stimulation of healthy (acidic) flora 
in the intestinal tract. 


For the prevention of an irritated nervous 
and muscular system caused by calcium de- 
ficiency, VM. No. 9 is recommended for 
your consideration and for those patients 
who prefer calcium in liquid form we sug- 


gest the use of VM. No. 23. 


r 
7 
2 ‘ { 
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STARVE! 


Ae 


SAPPEARE pt) 


DOCTOR. YOUR PATI ENTS ON WHEAT 
VSE RY-KRISP Ao BREAD 


| ALWAYS ADVISE 
RY- KRISP 
FOR STRIPE ALLERGIES 


RY- KRISP 


» EGG AND YEAST-FREE DIETS CAN 
WITH SAFETY AND ENJOYMEWT. 


AM | SURE ¢ 
TO CANDY CANES ANY KNOWN W ast 
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?: EGG: DI 
=> 
con 
of | 
T 
NOT AT ALL eer ELY YOu DON? sive 
(AT ALL THE )( | CE VERY SANE 
RY-KRISP, THE (TS MADE FROM hyd 
| RY-KRISP SMORGASBORD CRACKER WHOLE GRAIN met 
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ACANTHOSIS 


The mechanism of its mercurial content, chemically 
combined with penetrating soaps, explains the success 
of RLASOL in the treatment of psoriasis. 


The basic lesion is known to be acanthosis or exces- 
sive proliferation of the prickle-cells located in the 
stratum mucosum of the epidermis. Mercurials in very 
low concentration, as in RIASOL, inactivate the sulf- 
hydryl enzymes and thus interfere with the cellular 
metabolism and function (Hellerman'’, Barron & Kal- 
nitsky*). 

“Mercury compounds, in suitable vehicles, are also 
extensively absorbed from the intact skin,” say Good- 
man and Gilman® in 1955. The saponaceous vehicle of 
RIASOL carries the therapeutic mercury deep into the 
prickle-cell layer of the skin, where it restrains the 
abnormal cellular proliferation and thus checks acan- 
thosis. 

RIASOL contains 0.45% mercury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in a 
washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. No 
bandages required. After one week, adjust to patient’s 
progress. 

RIASOL is supplied in 4 and 8 fid. oz. bottles at 


pharmacies or direct. 


1. Hellerman, L., Physiol. Rev. 17:454, 1937. 

2. Barron, E. S. G. & Kalnitsky, G., Biochem. J. 41:346, 
1947, 

3. Goodman, L. S. & Gilman, A., The Pharmacological 
Basis of Therapeutics, 2nd ed., 1955, p. 970. 


Before Use of Riasol 


MAIL COUPON TODAY— 
TEST RIASOL YOURSELF 


SHIELD LABORATORIES JAOA—10 
12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 


RIASOL 
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NEWS! 


intramuscular 


Injected intramuscularly, VARIDASE has produced remarkable 
results in the treatment of abscess, cellulitis, edema, epididymitis, 
hemarthrosis, sinusitis and thrombophlebitis with or without 

superimposed infection. 


VARIDASE quickly dissipates simple inflammation. In treating 
infected lesions, antibiotics should be administered concomitantly. 
In such cases VARIDASE breaks down the “limiting membrane” 

which centains the infection, allowing passage of the antibiotic. 


TOPICAL USE 


VARIDASE dissolves clotted blood and pus, promotes 
growth of healthy granulation tissue. Applied topically or 
instilled; in solution or jelly form. 


Available in three forms: 
1. 20,000 units streptokinase and 5,000 units streptodornase. 
2. 100,000 units streptokinase and 25,000 units streptodornase. 


3. Special combination package consisting of 100,000 units 
streptokinase and 25,000 units streptodornase with jar of 
15 cc. Carboxymethyiceliulose jelly. 


LEDERLE LABORATORIES DIVISION amenrcaw Cyanamid company Pearl River, New York @ 
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Conventions and 
Meetings 


Announcements 


American Osteopathic Association, Re 
Sixtieth Annual Convention, Hotel : i COMPONENTS 


Statler, New York City, July 16-20, 
cp COMPLEMENTARY ACTIONS 


1956. Program Chairman, Myron 
wav contror 


C. Beal, 17 Vick Park A., Roches- 
ter 7, N.Y. 


American College of Osteopathic Intern- 
ists, annual meeting, Sheraton-Cadillac 
Hotel, Detroit, October 20-22. Program 
Chairman, Ward E. Perrin, Chicago 


—iIn urinary tract infections — 


Osteopathic Hospital, 5250 S. Ellis NOW ... both pain and infection 

Ave., Chicago 15. Secretary, Glennard 

460 Staten Ave., Oakland ont ht under quick, safe 
American College of Osteopathic Obste- , 

tricians and Gynecologists, annual control at their source by the 

meeting, Neil House Hotel, Columbus, 

Ohio, February 6-9. Program Chair- speedy, dual-action of the 


man, Richard E. Eby, 1247 N. Park 
Ave., Pomona, Calif. Secretary, Har- 
old K. Morgan, 3268 W. 32nd Ave., 
Denver 11. 

American College of Osteopathic Pedia- 
tricians, Mid-Continent Area Pediatri- 
cians, Kirkwood Hotel, Des Moines, 
lowa, October 21-22. Program Chair- 
man, Mary E. Golden, 2001 Beaver 
Ave., Des Moines 1C, Iowa. 

American College of Osteopathic Sur- 
geons, annual meeting, Hotel Statler, 
Washington, D.C., October 30-Novem- 
ber 3. Program Chairman, Arthur M. 
Flack, 135 S. 17th St., Philadelphia 3. 
Executive Secretary, Orel F. Martin, 
30x 474, Coral Gables 34, Fila. 


component drugs in— 


* 


RELIEVES LOCAL PAIN BY LOCAL ACTION 
Phenylazo-diamino-pyridine HC1—enjoys a long clinical history 
as a local (not unwanted systemic) analgesic to the urogenital 
mucosa. Relief from burning, pain frequency—in minutes in 
90 per cent of cases. 

REMOVES LOCAL INFECTION BY LOCAL ACTION 
Sulfacetamid: If ide of choice in urinary tract infections 
—unusually high solubility in acid urine so prevalent in patho- 
logical infections—hence (1) effective in 93-98 per cent of cases 
involving mixed organisms, and (2) safe—no kidney damage, 
no renal concretions, no anuria. 


American Osteopathic Academy of Or- iS : 
thopedics, annual meeting, Hotel Stat- 
vember 2. Program Chairman, Karl P. 
B. Madsen, 460 Staten Ave., Oakland euneuas 
10, Calif. Secretary, J. Paul Leonard, SULFID TABLETS-each costed tablet contains: Phony! 
2673 W. Grand Blvd., Detroit 8. a diamino-pyridine HC1, 50 mg.; Sulfacetamide, 250 mg. 
American Osteopathic College of Anes- : gl Bottles of 100. 
thesiologists, annual meeting, Hotel SULFID SUSPENSION 
Statler, Washington, D.C., October 30- (GeriatricPediatric)—each teaspoonful (5.cc.) contains one- 
November 3. Program Chairman, Har- a | half the Sulfid tablet dosage. 


PHARMACAL COMPANY — Columbus 16, Ohio 


Literature & bibliography on request. 
A Columbus Original - Introduced July, 1954. 


ry J. Petri, Jr., 5 Deering St., Port- 
land 3, Maine. Secretary, Crawford 
M. Esterline, Box 155, Kirksville, Mo. 
American Osteopathic College of Proc- 
tology, annual meeting, Hotel Statler, 
Dallas, Tex., March 27. Secretary, 
John W. Orman, 1623 E. 15th St., 


Tulsa 14, Oklahoma. American Osteopathic Society of Proc- A. E. Wilkinson, 616 Medical Arts 
American Osteopathic College of Radi- tology, annual meeting, Hotel Statler, Bldg., Montreal 25. Secretary, Miss 
ology, annual meeting, Hotel Statler, Dallas, Tex., March 28-30. Program Joyce C. Currie, 609 Medical Arts 
Washington, D.C., October 30-Novem- Chairman, E. R. Horton, Jr., 214 E. Bldg., Montreal 25. 
ber 3. Program Chairman, A. G. Reed, DeWald St., Fort Wayne 5, Ind. Sec- Central States Osteopathic Society of 
212 Pythian Bldg., Tulsa 3, Okla. Sec- retary, Carl S. Stillman, Jr., 3523 Fifth Proctology, annual meeting, Oliver 
retary, F. A. Turfler, Jr., South Bend Ave., San Diego 3, Calif. Hotel, South Bend, Ind., October 16- 
Osteopathic Hospital, 118 S. William British Columbia: See Northwest Os- 18. Secretary, Larry L. Taylor, 115 N. 
St., South Bend 2, Indiana. teopathic Convention. Taylor St., South Bend 3, Ind. 
American Osteopathic Hospital Associa- California, annual meeting, Mission Inn, Colorado, Rocky Mountain Conference, 
tion, annual meeting, Hotel Statler, Riverside, May 24-27. Program Chair- Hotel Broadmoor, Colorado Springs, 
Washington, D.C., October 31-Novem- man, Milton Futterman, 2028 E. First November 11-13. Annual meeting, Den- 
ber 2. Program Chairman, Mrs. Alixe St., Los Angeles 22. Executive Secre- ver, May 5. Program Chairman for 
P. Nuzum, Des Moines General Hos- tary, Mr. Thomas C. Schumacher, 1298 both meetings, A. E. Nichols, 1332 
pital, Des Moines, Iowa. Executive Wilshire Blvd., Los Angeles. Del Mar Parkway, Denver 8. Secre- 
Secretary, Mr. R. P. Chapman, 1013 Canadian Osteopathic Association, annual tary, C. Robert Starks, 1459 Ogden St., 
Kahl Bldg., 326 W. Third St., Daven- meeting, Mount Royal Hotel, Montreal, Denver 18. 


port, Iowa. October 27-29. Program Chairman, Eastern Osteopathic Association, annual 
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Pediatric—Infant 


N.Y. 


Hori 


Ritter | 
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Varicose Veins 


Pediatric—Child 


Have you seen 
a demonstration of 


the 12 treatment positions 
.. EXCLUSIVE with the 
RITTER UNIVERSAL TABLE? 


The supreme flexibility of the Ritter Mul- 
tilevel Table meets every positioning re- 
quirement . .. regardless of patient condi- 
tion, size or age. This motor-elevated table 
makes your treatment hours easier, you 
see more patients with less effort. Your 
Ritter Dealer representative is qualified 
to give you a complete demonstration of 
how the Ritter Universal Table can be of 
greatest value in your practice. Call him 
now, or write No. 3910 the Ritter Com- 
pany, Inc., 397 Ritter Park, Rochester 3, 


meeting, Hotel Statler, New York City, 
March 24-25. Program Chairman, 
Chester D. Losee, 212 Prospect St., 
Westfield, N.J. Secretary, Frank B. 
Tompkins, Baltimore Life Bldg., Balti- 
more 1. 

Florida, annual meeting, Fort Harrison 
Hotel, Clearwater, May 17-19. Pro- 
gram Chairman, Paul E. Wilson, 802 
E. Ocklawaha Ave., Ocala. Secretary, 
Dominic Raffa, 5009 Central Ave., 
Tampa 3. 

Idaho: See Northwest Osteopathic Con- 
vention. 

Indiana, annual meeting, Notre Dame 
University and Morris Inn, South 
Bend, May 14-16. Program Chairman, 
A. F. Kull, South Bend Osteopathic 
Hospital, 118 S. William St., South 


Bend 2. Secretary, Arabelle Baker 
Wolf, 809-13 Odd Fellows Bldg., In- 
dianapolis 4. 

Iowa, annual meeting, Hotel Savery, Des 
Moines, May 20-22. Program Chair- 
man, Clive R. Ayers, Grant. Secretary, 
Mr. Herman A. Walter, 200 Walnut 
Bldg., Des Moines 9. 


Kentucky, annual meeting, Brown Hotel, 
Louisville, October 12-13. Program 
Chairman, Henry P. Lawrence, Hawes- 
ville. Secretary, Harold D. Benteen, 
2048 Winchester Ave., Ashland. 

Maine, midyear meeting, Eastland Hotel, 
Portland, December 2-3. Secretary, 
Roswell P. Bates, 72 Main St., Orono. 

Massachusetts, annual meeting, Hotel 
Somerset, Boston, January 21-22. Pro- 
gram Chairman, Everett L. Pierce, 


ADVERTISERS Journal A.O.A. 


October, 1955 


Pleasant St., East Dennis. Executive 
Secretary, Mrs. Gladys M. Stockdale, 
524 California St., Newtonville. 

Mid-Continent Area Pediatricians: See 
American College of Osteopathic Pedi- 
atricians. 

Minnesota, annual meeting, Minneapolis, 
May 3-5. Program Chairman, Con- 
stance Idtse, 47 S. Ninth St., Minne- 
apolis 2. Secretary, E. R. Komarck, 
301 Granite Exchange Bldg., St. Cloud, 

New Jersey, annual meeting, Essex 
House, Newark, March 10-11. Pro- 
gram Cochairmen, George W. Northup, 
104 S. Livingston Ave., Livingston, and 
Harry A. Sweeney, 25 S. Illinois Ave., 
Atlantic City. Executive Secretary, 
Mr. I. J. Tecker, 21 Hancock St., Riy- 
erside. 

New York, annual meeting, Hotel Stat- 
ler, New York City, October 14-15. 
Program Chairman, Walter Streicker, 
7 Plaza St., Brooklyn 17. Secretary, 
Robert E. Cole, 417 S. Main St., Ge- 
neva. 

North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 20-22. 
Secretary and Program Chairman, S. 
Dales Foster, 710 Public Service Bldg., 
Asheville. 

Northwest Osteopathic Convention, Chi- 
nook Hotel, Yakima, Washington, June 
25-27. Program Chairman, Wilbert B. 
Saunders, 4730 University Way, Seat- 
tle 5. 

Ohio, refresher course, Commodore Per- 
ry Hotel, Toledo, October 26-27. Pro- 
gram Chairman, William B. Carnegie, 
813 The Arcade, Cleveland 14. Annual 
meeting, Neil House, Columbus, May 
7-9. Program Chairman, George O. 
Hoover, 91 S. Main St., Oberlin. Ex- 
ecutive Secretary, Mr. William S. 
Konold, 50 E. Broad St., Columbus 15. 

Oklahoma, annual meeting, Hotel Tulsa, 
Tulsa, November 8-10. Program Chair- 
man, Carl R. Samuels, S. Adair St., 
Box 44, Pryor. Executive Secretary, 
Mr. Walter L. Gray, 210-12 Braniff 
Bldg., Oklahoma City. 

Ontario, annual meeting, Royal Hotel, 
Guelph, May 3-5. Secretary, A. V. De- 
Jardine, 205 Yonge St., Toronto 1. 

Oregon: See Northwest Osteopathic 
Convention. 


Rhode Island, annual meeting, Warwick 
Country Club, Warwick, March 7-8 
Program Chairman, Richard Dowling, 
1039 Broad St., Providence 5. Secre- 
tary, J. Weston Abar, 824 Broad St., 
Providence 7. 

Rocky Mountain Conference: See Colo- 


rado. 

Texas, annual meeting, Baker Hotel, Dal- 
las, April 22-28. Program Chairman, 
Robert J. Brune, 1819 S. Brownlee, 
Corpus Christi. Executive Secretary. 
Phil R. Russell, 512 Bailey St., Fort 
Worth 7. 

Virginia, annual meeting, The Lodge, 
Williamsburg, May 25-26. Program 
Chairman, Vincent H. Ober, 407-11 
Bankers Trust Bldg., Norfolk 10. Sec- 
retary, John A. Cifala, 2778 N. Wash- 
ington Blvd., Arlington. 

Washington, midyear meeting, Washing- 
ton Athletic Club, Seattle, December 
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3-4. Program Chairman, Erskine H. 
Burton, 710 Jones Bldg., Tacoma 2. 
Secretary, Eugene E. LaCroix, 1747 S. 
Sheridan Ave., Tacoma 5. 

See also: Northwest Osteopathic Con- 

vention. 

West Virginia, midyear meeting, Green- 
brier Hotel, White Sulphur Springs, 
October 30-November 1. Annual meet- 
ing, Daniel Boone Hotel, Charleston, 
June 2-5. Program Chairman for both 
meetings, Walter B. Goff, 429 16th 
Street, Dunbar. Secretary, Guy E. 
Morris, 542 Empire Bank Bldg., 
Clarksburg. 

\Visconsin, annual meeting, Hotel Wis- 

consin, Milwaukee, April 23-25. Pro- 

gram Chairman, R. D. Walling, 709 

Oak St., Baraboo. Secretary, Edwin 

J. Elton, 1518 N. 70th St., Wauwa- 

tosa 13. 


State and National Boards 


ARIZONA 

Those interested in professional exami- 
nations should contact Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 East McDowell 
Road, Phoenix. 

Basic science examinations December 
20 at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to the examination. Address Herbert D. 
Rhodes, Ph.D., secretary, Basic Science 
Board, University of Arizona, Tucson. 


COLORADO 


Professional examinations in Decem- 
ber at Denver. Applications must be filed 
30 days prior to examination. Address 
Mrs. Beulah H. Hudgens, executive sec- 
retary, Board of Medical Examiners, 831 
Republic Bldg., Denver 2. 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 51 


Lange and Weiner’ suggest the term 
“hyperkinemics” to describe preparations 
such as Baume Bengué which produce 
blood flow through a tissue area. 

They point out that hyperkinemic 
effect, as measured by thermoneedles, 
may extend to a depth of 2.5 cm. 

below the surface of the skin. 


In arthritis, myositis, muscle sprains, 
bursitis and arthralgia, Baume Bengué 
induces deep, active hyperemia and 
local analgesia. Systemically, Baume 
Bengué promotes salicylate action against 
underlying disease factors. It provides 

. the high concentration of 19.7% methyl 
salicylate (as well as 14.4% menthol) 

in a specially prepared lanolin base 

to foster percutaneous absorption. 


Baume Bengue 


1. Lange, K., and Weiner, D.: J. 
Invest. Dermat. 12:263 (May) 1949. 


LGES 


Available in both regular and mild strengths. \ wes 


Leeming Ce 155 East 44th Street, New York I7, N.Y. 


Basic science examinations December 
7-8 at the Y.M.C.A. Bldg., E. 16th Ave. 
and Lincoln St., Denver. Applications 
must be filed on or before November 23. 
Address Esther B. Starks, D.O., secre- 
tary, Basic Science Board, 1459 Ogden 
St., Denver 18. 

CONNECTICUT 

Examinations November 8-9. Applica- 
tions must be filed 2 weeks prior to ex- 
amination. Address Frank  Poglitsch, 
D.O., secretary, Osteopathic Examining 
Board, 300 Main St., New Britain. 

DELAWARE 

Examinations January 10-12. Address 
Joseph S. McDaniel, M.D., secretary, 
Board of Medical Examiners, 229 S. 
State St., Dover. 


HAWAII 
Examination dates by Territorial Law 


FLORIDA 
Professional examinations December 3- 


4 at the Seminole Hotel, Jacksonville. 
Applications must be filed by November 
18. Address W. S. Horn, D.O., secretary, 
Board of Osteopathic Medical Exami- 
ners, 1500 Eighth Ave., Palmetto. 

R. Philip Coker, Panama City, has 
been elected chairman of the Board of 
Osteopathic Medical Examiners. 


Basic science examinations November 
5 at Gainesville. Applications must be 
filed by October 17. Address M. W. 
Emmel, D.V.M., secretary, Board of Ex- 
aminers in the Basic Sciences, P.O. Box 
340, Gainesville. 


are usually the first Wednesday, Thurs- 
day, and Friday of January, April, July, 
and October. One of these dates is set 
for examination after approval of candi- 
date’s application by the Board. Address 
Frank O. Gladding, D.O., secretary, 
Board of Osteopathic Examiners, 504 
Kauikeolani Bldg., Honolulu 13. 


IDAHO 
Examinations November 10 at Boise. 
Address Miss Margaret Gilbert, Direc- 
tor, Occupational License Bureau, De- 
partment of Law Enforcement, State 
House, Boise. 
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- @ new topical anesthetic for oral administration 


XY LOCAINE® VISCOUS asin 


(Brand of lidecaine*) 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


®@ High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 
i diate and intimate contact with the mucous membranes 


Safe... nonirritating . . . nonsensitizing. 


@ Cherry flavored . . . pleasant and easy to take. 


® Xylocaine Viscous has proved valuable in the 
“dumping” syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose. 
Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 
Average Dosage: One tablespoonful, admini: d orally. 
ble upon request 


Astra Pharmaceutical Products, Inc., W ter 6, Mass., U.S.A. 


*U.S. Patent No. 2,441,498 
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MINNESOTA 

Basic science examinations January 3- 
4 at the University of Minnesota, Min- 
neapolis. Applications must be filed by 
December 10. Address Raymond N, 
Bieter, M.D., secretary, Board of Ex- 
aminers in the Basic Sciences, 105 Mil- 
lard Hall, University of Minnesota, Min- 
neapolis 14. 


NEBRASKA 


Basic science examinations January 1()- 
11. Applications must be filed 15 days 
prior to examination. Address Mr. 
Husted kK. Watson, Director, Bureau of 
Examining Boards, Department 


Health, State Capitol Bldg., Lincoln 9. 


NEVADA 

Professional examinations in January. 
Address Walter J. Walker, D.O., secre- 
tary, Board of Osteopathic Examiners, 
210 W. Second St., Reno. 

Basic science examinations January 3. 
Address Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW JERSEY 


Examinations October 18. Address Pat- 
rick H. Corrigan, M.D., acting secretary, 
Board of Medical Examiners, 28 W. 
State St., Trenton 8. 


NEW MEXICO 


Basic science examinations October 16. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


NORTH DAKOTA 
Examinations in January. Address 
G. L. Hamilton, D.O., secretary, Board 
of Osteopathic Examiners, Ringo Bldg., 
119 S. Main St., Minot. 


OHIO 

Examinations December 15-17 at Co- 
lumbus. Applications must be filed by 
December 1. Address H. M. Platter, 
M.D., secretary, Medical Board, 21 W. 
Broad St., Columbus 15. 


OKLAHOMA 


_ ILLINOIS secretary, Board of Osteopathic Exami- 

Examinations in January in Chicago. nation and Registration, Monument 
Address Mr. Frederic B. Selcke, Su- Square, Dover-Foxcroft. 

perintendent of Registration, Department Franklin Randolph, Waldoboro, and 


lay or 0 Pg Education, State Stanley H. Rowe, Gorham, have been re- 
— i appointed to the Board of Osteopathic 
IOWA Examination and Registration for terms 
Lydia T. Jordan, Davenport, has been of 5 years. 
—* the Board of Osteopathic MARYLAND * 
“xaminers for a term of 3 years, replac- 
ing Harold D. Meyer of Algona. Examinations in October. Address 
Basic science examinations January 10 Christopher L. Ginn, D.O., secretary, 
at the Capitol Bldg. Des Moines. Ad- Board of Osteopathic Examiners, 419 


dress Ben H. Peterson, Ph.D., secretary, 
Board of Basic Science Examiners, Coe 
College, Cedar Rapids. 


MAINE 
Examinations November 8-9 at Au- 
gusta. Address George F. Noel, D.O., 


No. Charles St., Baltimore 1. 
MASSACHUSETTS 


Examinations January 10. Address 
Robert C. Cochrane, M.D., secretary, 
Board of Registration in Medicine, Room 
37, State House, Boston 33. 


Officers of the Board of Osteopathy 
are: President, Robert V. Montague, Ok- 
mulgee; vice president, Ivan E. Penquite, 
Sapulpa; and secretary-treasurer, G. R. 
Thomas, Oklahoma City. 

Fred H. Erhardt, Oklahoma City, and 
S. L. Stacy, Fairland, are newly ap- 
pointed to the Board for terms expiring 
in 1958 and 1960 respectively. Dr. Pen- 
quite has been reappointed to the Board 
for a term expiring in 1959. 

Dr. Thomas has been appointed to the 
Board of Examiners in the Basic Sci- 
ences. 


OREGON 

Professional examinations in January 
at Portland. Address Mr. Howard I. 
Bobbitt, executive secretary, Board of 
Medical Examiners, 609 Failing Bldg., 
Portland 4. 

Basic science examinations December 
3. Address Mr. John R. Richards, sec- 
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the most potent safe combination therapy... 


to bring high, fixed 


blood pressure down 
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retary, State Board of Higher Education, 
Eugene. 


RHODE ISLAND 

Professional examinations January 5-6. 
Address Mr. Thomas B. Casey, Adminis- 
trator of Professional Regulation, 366 
State Office Bldg., Providence. 

Basic science examinations November 
16 in Room 366, State Office Bldg., 
Providence. Applications must be filed 
approximately 20 days prior to examina- 
tion. Address Mr. Casey. 


SOUTH CAROLINA 
Examinations November 15 at Colum- 
bia. Address Ernest A. Johnson, D.O., 
secretary, Board of Osteopathic Exami- 
ners, Box 525, Summerville. 


When you prescribe Rauvera, its prompt and 
potent, yet smooth tranquillizing and hypotensive 
action allows you to manage successfully many of 
your patients with fixed hypertension (grades II 
and III) and high diastolic pressures. 


SOUTH DAKOTA 
Basic science examinations December 
3-4 at Vermillion. Applications must be 
filed by November 18. Address Gregg 
M. Evans, Ph.D., secretary, Basic Sci- 
ence Board, 310 E. 15th St., Yankton. 


Rauvera represents the safest hypotensive combina- 
tion therapy because the additive if not synergistic 
action of purified combined Rauwolfia alkaloids 
(alseroxylon) with a lower dosage of the alkavervir 
fraction of Veratrum viride (biologically standard- 
ized for hypotensive action) produces considerably 
less side effects than when alkavervir is used alone. 
Rauvera never causes postural dizziness because it 
does not contain ganglionic blocking agents. 


TENNESSEE 
Examinations in February and July at 
Nashville. Applications must be filed 15 
days prior to examination. Address M. E. 
Coy, D.O., secretary, Board of Examina- 
tion and Registration for Osteopathic 
Physicians, 1226 Highland, Jackson. 


TEXAS 


Professional examinations December 1- 
3 at the Galvez Hotel in Galveston. Ad- 
dress M. H. Crabb, M.D., secretary, 
Board of Medical Examiners, 1714 Medi- 
cal Arts Bldg., Fort Worth 2. 

Basic science examinations October 21- 
22 at Austin and Houston. Applications 
must be filed 1 week prior to examina- 
tion. Address Mrs. Betty J. Ratcliff, 
chief clerk, Board of Examiners in the 
Basic Sciences, 407 Perry-Brooks Bldg., 
Austin. 


Each tablet contains 1 mg. of purified Rauwolfia 
alkaloids (alseroxylon fraction) plus 3 mg. of bio- 
logically standardized Veratrum viride alkaloids 


(alkavervir). 


Dosage: 1 tablet 3 to 4 times daily, after meals, at 
intervals of not less than 4 hours. 


RAUVERA* 


the safest combination 
for hypotensive therapy 


Smith-Dorsey « Lincoln, Nebraska 
A Division of The Wander Company 


VERMONT 


Examinations in January. Address 
Charles D. Beale, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Mead Bldg., Rutland. 


WASHINGTON 


Professional examinations in January. 
Address Mr. Edward C. Dohm, secre- 
tary, Professional Division, Department 
of Licenses, Olympia. 

Basic science examinations in January. 
Applications must be filed 30 days prior 
to examination. Address Mr. Dohm. 


at the Hotel Schroeder, Milwaukee. Ap- 
plications must be filed by November 25. 
Address Professor William H. Barber, 
secretary, Board of Examiners in the 
Basic Sciences, 621 Ransom St., Ripon. 


REREGISTRATION OF OSTEOPATHIC 
LICENSES 


October 31—Pennsylvania, $5.00. Ad- 
dress Mrs. Katherine M. Wollet, acting 
secretary, Bureau of Professional Li- 
censing, Harrisburg. 


State Office Bldg., Providence. 
December 1—District of Columbia, 

$2.00. Address Mr. Paul Foley, Deputy 

Director, Department of Occupations and 


Professions, 1740 Massachusetts Ave., 
N.W., Washington 6. 

December 1—Oregon, resident, $15.00; 
nonresident, inactive, $5.00. Address Mr. 
Howard I. Bobbitt, executive secretary, 
Board of Medical Examiners, 609 Fail- 


Registration and Examination in Medi- 
cine and Surgery, 2747 E. McDowell Rd., 
Phoenix 22. 

January 1—California, $20.00 for resi- 


WISCONSIN On or before November 1—Missouri, '®% Bidg., Portland 4. = 

Professional examinations January 10 Address F. C. Hopkins, anu 

at Madison. Address Thomas W. Tor- - aa of Osteopathic Registration and of Sansinniion ond Registration dee Os- 
mey, Jr., M.D., secretary, Board of Medi- Examination, 205 N. Fourth St, Hanni- 1 oni. Physicians, 1226 Highland 4 
eal Examiners, State Office Bldg., 1 West bal. Jackson. : ‘ = 
Wilson St., Madison. By November 1—Rhode Island, $1.00.“ Prior to January 1—Arizona, not more ; 
Basic science examinations December 3 Address Mr. Thomas B. Casey, Adminis- than $10.00. Address Russell Peterson, 4 
trator of Professional Regulation, 366 0, secretary, Osteopathic Board of : 
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Now...a new and-specific drug for 


DER 


...contains Furoxone® (brand of furazolidone), an 
antimicrobial nitrofuran specific against trichomonal 
vaginitis. More than 300 nitrofurans were screened 
before discovery of this potent new trichomonacide. 


Tricofuron Vaginal Suppositories contain Furoxone 
0.25% in a water-miscible base. Box of 12. 


@ rapid relief of symptoms—usually in 
2 or 3 days 


@ cures in 1 menstrual cycle 


@ low incidence of recurrence as proved by 
repeated microscopic examinations 


@ bactericidal against a wide range of gram- 
positive and gram-negative organisms. 


Tricofuron Vaginal Powder contains Furoxone 0.1% 
in a water-soluble powder base composed of lactose, 
dextrose and citric acid. Bottle of 30 Gm. 


Both dosage forms are used concomitantly 


in treatment. 


A full product report and . 
patient instruction folders 


available on request. 


EATON LABORATORIES 
NORWICH »- NEW YORK 


THE NITROFURANS — A UNIQUE CLASS OF ANTIMICROBIALS onl De PRODUCTS OF EATON RESEARCH | 


dents and nonresidents. Address Glen D. 
Cayler, D.O., secretary, Board of Osteo- 
pathic Examiners, 1013 Forum Bldg., 
Sacramento 14. 

January 1—Florida, $5.00. Address W. 
S. Horn, D.O., secretary, Board of Os- 
teopathic Medical Examiners, 1500 Eighth 
Ave., Palmetto. 

January 1—Maine, $4.00. Address 
George F. Noel, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Monument Square, Dover-Fox- 
croft. 

January 1—Manitoba, $5.00. Address 
W. Kurth, D.O., secretary, Board of Os- 
teopathic Physicians, 248 Moorgate Blvd., 
Deer Lodge, Winnipeg. 


January 1—New York, $5.00, biennial- 
ly. A physician receiving a license the 
second year of any biennial registration 
period pays a fee of $2.50 for a certifi- 
cate expiring December 31 of such sec- 
ond year. Address Stiles D. Ezell, M.D., 
secretary, Bureau of Professional Ex- 
aminations and Registrations, 23 S. Pearl 
St., Albany 7. 

January 1—Ontario, $35.00. Address 
D. Gordon Campbell, D.O., secretary, 
Board of Directors of Osteopathy, 2 
Bloor St., E., Toronto 5. 

January 1—Pennsylvania, Surgeons Ex- 
amining Board, $10.00. Address Mrs. 
Katherine M. Wollet, acting secretary, 
Board of Osteopathic Examiners, Bu- 
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reau of Professional Licensing, Harris- 


burg. 

January 1—Texas, $5.00. Address M. 
H. Crabb, M.D., secretary, Board of 
Medical Examiners, 1714 Medical Arts 
Bldg., Fort Worth 2. 

January 1—Utah, $3.00. Address Alice 
E. Houghton, D.O., secretary, Osteo- 
pathic Examining Board, 600 Zion’s Say- 
ings Bank Bldg., Salt Lake City 1. 

January —Alberta. No reregistration. 
Pay $10.00 a year membership in the Col- 
lege of Physicians and Surgeons,  \I- 
berta, in January. 

During January—Connecticut, $2.00, 
Address Frank Poglitsch, D.O., secre- 
tary, Osteopathic Examining Board, 300 
Main St., New Britain. 

During January—Minnesota, $2.00. Ad- 
dress Wallace F. Kreighbaum, D.O., sec- 
retary, Board of Osteopathic Examiners, 
2748 Hennepin Ave., Minneapolis 8. 

During January—Wisconsin, $3.00. Ad- 
dress Thomas W. Tormey, Jr., M.D., 
secretary, Board of Medical Examiners, 
State Office Bldg, 1 W. Wilson St., 
Madison. 


EXAMINATION BY NATIONAL BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary's 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology ; physiological chemistry ; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
obstetrics and gynecology; pediatrics; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence ; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia med- 
ica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate exami- 
ners. Subjects covered in Part III are 
anatomy; physiology; pathology; osteo- 
pathic principles; therapeutics, and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology ; obstetrics and gyne- 
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cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 

candidate may take after having satisfac- 
torily completed the first 6 months of a 
l-year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually at the above-named colleges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in an 
approved osteopathic college; Part III, 
satisfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. The internship requirement 
does not apply to candidates who took 
Part I prior to July, 1950. 

Application must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2, In- 
diana. 


PHYSIOLOGICAL STRESS: 


Public Health Implications* 
By Thomas F. Frawley, M.D. 
Associate Professor of Medicine 
Head, Sub-department of Endocrinology and 


Metabolism 
Albany Medical College 


“Where the bond of union is between 
the mind and the animal fluids God AI- 
mighty only knows, but there is no one 
thing better confirmed by experience than 
that they mutually influence one another.” 
Sanctorius 


A new medical term stress has capti- 
vated the attention of the medical world 


and provoked the interest of lay and 
scientific people as well. It is customary 
to think of stress as it occurs in physical 
systems such as buildings and_ bridges 
but until the original investigations and 
novel interpretations of a Canadian en- 
docrinologist, Hans Selye, stress had 
never been considered seriously in medi- 
cine. In a period of a few short years a 
medical concept of stress and adaptation 
has evolved and with it a galaxy of 
stress diseases such that new and impor- 
tant steps are being made sti the under- 
standing and treatment of many diseases. 
The world-renowned nutrition expert, H. 
H. Mitchell, has chosen a physical system 
to describe a prototype of animal adapta- 
tion: “Any alteration in the factors that 
determine an equilibrium causes the equi- 


_*Reprinted by permission from Health News, 
New Lan State Department of Health, Febru- 
ary, 1 
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Premenstrual Tension and 
Functional G-U Disorders 


Stabilizer of the entire Autonomic Nervous System 


Ergotamine tartrate 0.3 mg. 
Bellafoline 0.1 mg. 
Phenobarbital 20.0 mg. 


Adult Dosage: 4 to 6 tablets daily. 


Sandoz 


SANDOZ ARMACEUTICALS 
HANOVER, N. J. 


librium to become displaced in such a 
way as to oppose, as far as possible, the 
effect of alteration. If a given volume 
of gas, for example, is subjected to pres- 
sure, there is a rise in the temperature 
of the gas which operates to resist a 
change in volume by the pressure applied. 
The adjustment in the physical system 
may be almost instantaneous. In the ani- 
mal, adjustment to stress is a time reac- 
tion which may require weeks or months 
for its culmination, but the underlying 
principle is the same.” The human body, 
faced with a stress, conscious or uncon- 
scious, mobilizes its resources—like a na- 
tion preparing for war—and like a nation 
often finds that this great effort has 
taken a toll. In a nation the painful re- 


turn to normality may mean vast eco- 
nomic and political changes—even revo- 
lution. In the human body it often means 
the development of disease. 

What is stress? Moreover, what is 
meant by a stress disease? As an initial 
step in understanding stress let us con- 
sider situations which occur in everyday 
life. When the marathon runner finishes 
a race, his total body energies and re- 
sources have been extended maximally 
because he has resisted many pressures, 
physical and mental, so that he might 
conserve and use his physical capacities 
efficiently while finishing the distance. He 
has been subjected to a stress and he 
has adapted himself. The mountain climb- 
er constantly fights the ravages of 
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weather, fatigue and anoxia. The combat 
soldier endures a great physical stress 
which is superimposed on an atmosphere 
literally charged with a spirit of aggres- 
siveness and with emotions stemming 
from a fight for survival. Numerous 
other similar situations also come to 
mind. Stress situations in animals or man 
produce definite symptoms and signs. In 
mild stress, transient elevation of the 
blood sugar occurs, with an increased 
blood pressure and pulse rate, a leucocy- 
tosis and a _ reduction in circulating 
eosinophils. With severe stress more 
marked changes may occur in which 
hyperglycemia gives way to hypoglyce- 
mia, increased blood pressure to dimin- 
ished blood pressure and concomitantly 
increased capillary permeability. The very 
multiplicity of these findings and the 
variability of their occurrence tend often 
to make the clinical picture one of con- 
fusing diversity. In the human response 
to stress, what mechanisms set the ma- 
chinery in motion and help him to adapt 
to hunger, heat, cold, exhaustion and 
terror? 


THE CONCEPT OF STRESS AND THE 
PITUITARY-ADRENAL AXIS 
In the normal resting animal the 
adrenal cortex functions unobtrusively 
and gives no recognizable signs of its ac- 
tion. The gland is capable of undergo- 
ing wide excursions in its activity. Its 
size and secretory activity are greatly in- 
creased above normal when the organism 
is subjected to any noxious stimuli 

(stress). This response is essential for 

the maintenance of homeostasis during 

stress. Prolonged physical exercise will 
cause hypertrophy of the adrenal cortex. 

Probably the most precise studies of this 
phenomenon have been carried out by 
Ingle. An apparatus was used in which 
faradic stimulation caused the gastroc- 
nemius muscle of the rat to lift a 100 
gm. weight repeatedly. After 120 hours 
of muscular work, the adrenals weighed 
an average of around 50 mg., whereas 
the adrenals of control rats weighed an 
average of about 26 mg. Other types of 
stress such as anoxia, cold, starvation, 
infections and trauma have also been 
shown to produce an increase in the 
weight of the adrenal cortices. Arm- 
strong, for example, has shown that when 
rabbits are subjected to a simulated alti- 
tude of 18,000 feet for four hours daily 
for five weeks the adrenal glands show 
an increase in weight of around 30 per 
cent. Selye also noted that the adrenals 
of rats subjected to cold (6°C) for 48 
hours had increased in weight from an 
average of 53 mg. to an average of 62 
mg. Since the adrenals of animals sub- 
jected to exercise, cold and other forms 
of stress do not hypertrophy if the ani- 
mals are given adequate amounts of 
adrenal cortical extract, it seems prob- 
able that the hypertrophy of the glands 
is attributable to an increased need for 
the cortical hormones. 

The pituitary gland, the master endo- 
crine gland at the base of the brain, 
controls the secretions of the adrenal 
glands and its other target glands, the 
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thyroid and the gonads. Each adrenal 
gland consists of two parts, the medulla 
which secretes epinephrine (also known 
as adrenaline), and the cortex, which 
plays a vital role in salt and water and 
carbohydrate metabolism. While the two 
parts differ in origin and function they 
are vitally related in one respect. The 
medullary secretion, epinephrine, increases 
the production of the pituitary hormone 
corticotropin (ACTH) which in turn 
stimulates the adrenal cortex. A problem 
still remains as to when in the develop- 
ment of an organism the pituitary-adreno- 
cortical system matures sufficiently to 
carry out this function. Although a func- 
tional inter-relationship between the hy- 
pophysis and the adrenal cortex is present 


in the fetus, there is considerable evi- 
dence that the homeostatic mechanism for 
activating the adrenal cortex has not 
reached functional maturity at birth. 
Jailer reported that stress produced by 
cold gave no significant effect upon the 
adrenal of the infant rat until the six- 
teenth day of life whereas he was able 
to stimulate the adrenal with ACTH on 
the fourth. Similar immaturity has been 
shown in the human infant. 


To the interplay which exists between 
the pituitary and adrenal glands the term 
pituitary-adrenal axis is applied. It is 
paramount to the systematic response 
which accompanies a situation provoking 
a reaction of “fight or flight.” Defense 
measures are called into play and are 
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dependable action 

Rapid diffusion and penetration, prompt 
control of infection, negligible side effects. 
Proved against Gram-positive and 
Gram-negative bacteria, rickettsia, 

and certain viruses 

and protozoa. 


reliable quality 

Made in Lederle’s own laboratories under 
exacting quality controls, and distributed 
only under the Lederle label. —— -.-- 


available in ‘‘most-used”’ forms 


You can choose the right dosage form to 
suit the patient’s needs and comfort, 
and your convenience. 


Newest ACHROM YCINdosage form! 
Exclusive dry-filled, sealed capsules! 


Stress formula suggested by the National 
Research Council. ACHROMYCIN SF 
provides potent anti-infective action, 

plus nutritional supplementation to 

hasten recovery. Particularly useful in 
prolonged illness. More effective because 
powder-filled, soft gelatin capsules are 
rapidly and completely absorbed. No 
oils, no paste... tamperproof! 


Capsules of 250 mg. 


Also available: ACHROMYCIN SF Oral 
Suspension, 125 mg. per teaspoonful (5 cc.) 


Tetracycline LEDERLE 


ACHROMYCIN 
with STRESS FORMULA VITAMINS 


filled sealed capsules 


U.S. PAT. OFF. 


coordinated by the adrenals, the hypo- 
thalamus and the pituitary gland. They 
are, therefore, in part autonomic and in 
part endocrine. Precisely how these head- 
quarters are brought into coordinated ac- 
tion is unknown. Messages may reach 
them by nervous or humoral means or 
both. The autonomic responses, nervous- 
ness, palpitation, etc., have long been rec- 
ognized, but the endocrine responses are 
only beginning to become clearer. The 
anterior pituitary gland shifts its secre- 
tion so that there is a diminished secre- 
tion of growth hormone, of gonadotropic 
hormone and of thyrotropic hormone and 
an increased secretion and release of 
corticotropin. The secretion of ACTH 
produces a discharge of adrenal hor- 


mones known as adrenal steroids or corti- 
coids. The basic chemical configuration 
of the adrenal steroids is similar to 
cholesterol and to vitamin D, both of 
which are sterols. The mineralocorti- 
coids of the adrenal raise the blood pres- 
sure which increases the blood flow to 
vital areas, while simultaneously the glu- 
cocorticoids increase the blood sugar to 
provide ready energy and_ reinforce 
muscle strength. Thus the sequence is as 
follows: stress (a) central nervous sys- 
tem stimulation (b) anterior pituitary 
activation (c) adrenal cortical secretion 
(d) end-organ (tissue) response. 
Tissue responses occur to all stressors 
and are characterized prominently by 
atrophy of the thymus, dissolution of 
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lymphocytes, reduction in the number of 
eosinophils, and enlargement of the ad- 
renal cortex with discharge of its lipids 
and cholesterol, as well as the increased 
elimination of steroids. The term “alarm 
reaction” is applied to this sequence of 
reactions to a stress. As the “alarm re- 
action” passes from its initial phases into 
one of continued activity during a pro- 
longed or intense stress, the “stage of 
resistance or adaptation” develops during 
which the body raises resistance and 
stabilizes metabolic processes. If the 
stress continues, the “stage of exhaus- 
tion” is reached. The pituitary-adrenal 
mechanism does not become exhausted 
but rather the tissues of the body—the 
body defenses. Unable to respond to the 
continuing demands, they become weak- 
ened, disorganized and subsequently dis- 
ease states develop. The total picture of 
these three stages of different physiologi- 
cal actions constitutes the “general adap- 
tation syndrome” (G.A.S.) and diseases 
growing out of an extension of the adap- 
tation state beyond the physiological 
range are known as “diseases of adapta- 
tion.” In other words the body inflicts 
disease upon itself as a by-product of its 
own efforts to fight off some other chal- 
lenge to its well-being. The so-called dis- 
eases of adaptation include renal diseases 
leading to hypertension; arteriosclerosis ; 
some types of nephritis; certain rheu- 
matic diseases including rheumatoid ar- 
thritis; eclampsia; some forms of dia- 
betes mellitus; and acute gastro-intestinal 
ulcers. While it is to be emphasized that 
these are not to be regarded solely as dis- 
eases of adaptation, there is considerable 
evidence which identifies them with some 
form of stress and the evolution of the 
general adaptation syndrome. 

Throughout this discussion, emphasis 
has been laid upon the concept that the 
so-called diseases of adaptation result 
from a combination of circumstances 
mediated directly through the anterior 
pituitary and the adrenal cortices. Using 
desoxycorticosterone, a synthetic adrenal- 
like steroid possessing a strong ability to 
retain sodium, chloride and water, Selye 
has been able to produce experimentally 
in animals periarteritis nodosa and other 
similar vascular lesions. While the the- 
ories of Selye are attractive, some as- 
pects are in dispute. Ingle has been the 
protagonist of the theory that the adrenal 
steroids are not active in producing the 
morphological changes and diseases at- 
tending stress. According to Ingle the 
adrenocortical hormones function in the 
body economy as general tissue hormones 
which support the capacity of all tissues 
to adapt and are essential for the mainte- 
nance of homeostasis during stress. When 
injury is severe, increased amounts of 
these hormones are required or the ani- 
mal will die. F. Engel has likened the 
role of the adrenal cortical steroids in 
stress to that of axle grease on the 
metabolic wheel. He says cortical steroids 
are needed to facilitate metabolic reac- 
tions to stress, with more being required 
the faster the metabolic wheel spins. 
The steroids, however, are not of them- 
selves responsible for these changes. 
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Rather they serve to sustain a variety of 
metabolic and other reactions which are 
determined primarily by the needs .of. the 
tissues. Animals without their pituitary 
or adrenal glands do not develop changes 
under stress alone. If, however, these 
same animals are given a constant supply 
of adrenal hormones, the changes charac- 
teristic of the stress response will follow. 
It is, therefore, the presence of adrenal 
hormones and_not the fluctuation in their 
level that leads to the metabolic altera- 
tions of the stress reaction. Thus they 
are described as playing a “permissive” 
role. Studies in or laboratory have 
demonstrated that changes in carbohy- 
drate metabolism, particularly pyruvic 
acid, result from fluctuating levels of 
adrenal hormones but that these changes 
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are more pronounced during stress. When 
a stressor, in this instance a pyrogen, 
was superimposed on varying circulating 
levels of adrenal hormone, greater 
changes in blood pyruvic acid were ob- 
served than when either the stressor or 
the adrenal hormone was given alone. 
This is further evidence of the “permis- 
sive” role of adrenal steroids in the 
metabolic responses associated with stress 
in man. 

In summary, the general-adaptation- 
syndrome is the sum of the systemic re- 
actions which follow the long-continued 
exposure of the organism to a stress. It 
is characterized by enlargement of the 
adrenal cortex, increased secretion of 


corticoid hormones, involution of lym- 
phatic organs, development of gastro-in- 


fn 


Q, 


| 


(2) 


Hexachlorophene, natu- 

ralmenthol, oxyquinoline 
sulphate, carbamide, 

water-soluble lanolin and 

olive oil ina homogeneous 
a emollient lotion. 


(4) 


Used in over 4,000 hospi- 
q tals the world over 


dermassage 


THE ORIGINAL NON-ALCOHOLIC 
BODY RUB AND SKIN REFRESHANT 


GOOD FOR YOUR SKIN, TOO! 
@ Dry, chapped skin 
@ Befere and after shaving 


He says, “There is no substitute for quality" 


... And there is no substitute for DER- 
MASSAGE at any pri 
the body rub that’s formulated like a fine 
A pharmaceutical, protects patients’ skin in 
7 important ways that virtually eliminate 
bed sores and bed chafe. 
R DERMASSAGE CONTAINS: (1) Lubricates . . . combats dryness; 
Facilitates massage . . . stimulates 
, circulation; (3) Relieves hot, burning skin; 
Helps preserve acid mantle after 
bathing; (5) Deodorizes . . . refreshes; (6) 
Helps prevent skin infections; (7) Heals 
minor chafing. 


Ss. M. 
2710 South Parkway, Chicago 16, Ill. 


Please send generous supply of Dermassage for 
my personal use. 
Check here for sample of Edisonite, finest 


price! Dermassage, 


EDISON CHEMICAL CO. 


@ Tired, burning feet surgical instrument cleanser. 
@ Sunburn, windburn Name. 
Address. 
City. Zone. State 


FREE 


MAIL COUPON 


JO-10 


Journal A, 
October, 1955 


testinal ulcers and various metabolic 
changes. The initial stress produces the 
so-called “alarm reaction” and phenomena 
representing signs of damage as well as 
defense including adrenal stimulation. If 
the stress is continued, the “stage of re- 
sistance” may occur, during which the 
increased resistance to the stressor results 
in adaptation. Finally, very prolonged ¢x- 
posure to stress may lead to failure to 
maintain the adaptation and the occur- 
rence of the “stage of exhaustion.” There 
is obviously a great difference in each 
individual’s ability to withstand what xp- 
pears to be the same amount of stress 
without showing signs of breakdown. |t 
may be safely stated that no one is im- 
mune from breakdown if the stress is 
severe enough and sufficiently prolonged. 
CIVILIZATION, LIFE AND STRESS 
Fatigue and intense emotions such as 
fear, rage, jealousy and worry exert pro- 
found physical effects. Commonplace ex- 
amples are the lump in the throat before 
an important speech, the queasy stomach 
of the bridegroom, the fast pulse of ap- 
prehension, and the fainting of the new 
father. As an outgrowth of the rapid 
development of civilization humans are 
subjected to stresses and strains of life 
that test their body structure beyond the 
physiological framework for which it 
was designed. A train engine that has an 
absolute top speed of 100 miles an hour 
will not go 150 miles an hour, merely 
because additional steam pressure is built 
up. What may very well happen is that 
the boiler will blow up or the train will 
jump the track. Humans without adrenal 
glands, Addisonians, are especially prone 
to collapse under the added burdens of in- 
fection, malnutrition and injury. Their 
collapse is chemically similar, in many 
respects, to surgical shock, to “medical 
shock” as in cholera and to certain other 
dehydrating diseases. A very interesting 
survey has been made on the incidence 
of stress disorders in the medical prac- 
tices of six English general practitioners. 
Data were accumulated from two urban 
practices in a densely populated inner 
metropolitan area, two in a London sub- 
urban area and two in small country 
towns. The total number of patients was 
just under 18,000. The prevalence of 
stress disorders was found to be 20 to 25 
per cent in urban practices and 10 to 15 
per cent in rural practices. Tabulation of 
frequency according to seasons showed 
little variation in these percentages for 
either the country, suburban or town 
practices. 

Most interesting studies regarding 
stress have been obtained in three vastly 
different situations—athletics, combat and 
mountain climbing. Early in his studies 
of adrenal function, G. W. Thorn made 
comparative observations during a crew 
race on the boatswain, the oarsmen and 
the coach. Each participant was under- 
going a different stress—some a physical 
stress (oarsmen), another a mental stress 
(coach), and the boatswain some of both. 
At the conclusion of the race all showed 
the same degree of increase in adrenal 
cortical activity. This emphasized the 
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similarity of different stresses on the ad- 
renal gland. More recently Dr. Roger 
Bannister, the first four-minute-mile dis- 
tance runner in history, has described his 
experiences and states that “sport im- 
poses an intermittent stress which in- 
creases the capacity of the body for se- 
vere exercise.” He considers it unwise 
to draw any close parallelisms between 
the stress which occurs in sport and the 
stress described in the general-adaptation- 
syndrome. 

Combat stress was studied in World 
War II. More recently in Korea a team 
consisting of physiologists, psychologists 
and psychiatrists measured the mental 
and physical conditions of infantrymen 
before and after combat. Men who had 
been under almost constant artillery bom- 
bardment for five days, but with only 7 
per cent casualties, were far worse off 
than those who had withstood 18 hours 
of intense fighting during which the unit 
sustained 70 per cent casualties. The ad- 
renal reserve of these two groups was 
determined by giving ACTH in a test 
dose and measuring the output of adrenal 
hormones in the blood and urine. The 
men who had been in combat five days 
showed severe adrenal exhaustion, but 
the other group were above normal in 
adrenal reserve and output. The study 
emphasizes the tremendous individuality 
of the reaction to stress. Psychological 
tests using standard procedures did not 
show the anticipated mental deterioration 
under stress, but rather very little change. 
This could not be correlated with the in- 
tensity or the duration of the exposure 
to stress. These observations recall the 
frequent occurrence of “air-raid” ulcers 
during the long bombing seige of London 
in World War II. 


Other interesting and valuable scientific 
information was obtained recently from a 
group of young Californians who at- 
tempted to reach the top of Makalu, a 
27,790-foot peak in the Himalayas. The 
party spent about two months at the 
15,500-foot level. Two members reached 
23,200 feet. At 15,500 feet the tempera- 
ture is 15 to 19 degrees below zero and 
the atmospheric pressure is only about 
half that at sea level. This produces se- 
vere physical stress which lasts, not days 
or hours as in combat, but weeks. Studies 
of adrenal function in the climbers indi- 
cated an ever-increasing demand for ad- 
renal hormones—presumably for resisting 
cold and low oxygen. A comparison was 
made between the adrenal status in Ko- 
rean combat, as cited above, and the 
Himalaya climb. Rather unexpectedly di- 
vergent observations were made. In Ko- 
rea the adrenal cortical function was 
adequate for situations of short stress. 
On Makalu the ordeal was long and ex- 
hausting, and the climbers were found 
to be in a state of adrenal cortical insuffi- 
ciency. In both situations, the demand 
exceeded the supply of adrenal hormone. 
Since in combat the need is intermittent, 
while in mountain climbing it is sus- 
tained, there is a distinct difference in the 
recuperative opportunities of the ad- 


renals. Interestingly, in spite of extreme 
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exhaustion, there were no permanent ill 
effects. 

Thus, many enlightening facts have 
been obtained from studies of. stress cir- 
cumstance of various types. These have 
clarified the etiology of a number of dis- 
eases which previously appeared to have 
no basis other than obvious abuse or the 
normal aging process of the body. In the 
United States alone about 500,000 per- 
sons succumb annually to heart and 
blood-vessel diseases. Striking increases 
have been recorded also in mental dis- 
eases. To these major groups many oth- 
ers have been added as will subsequently 
be described. It is to these two categories, 
however, that preventive medicine has 
directed its interests and financial sup- 
port. Students in this area of public 
health have come to appreciate the fact 
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that many diseases are in part due to 
intangibles that have eluded accurate 
evaluation. In the field of infectious dis- 
ease, the knowledge that poliomyelitis is 
of viral origin has led to the development 
of the vaccines which is hoped will pre- 
vent the disease. The incidence of mala- 
ria has been reduced due to mosquito 
control and the occurrence of smallpox is 
almost negligible due to vaccination. Now 
an even more challenging problem con- 
fronts the public health worker because 
the nature of stress diseases is poorly un- 
derstood and stress itself almost defies an 
accurate appraisement. While the preven- 
tion of stress diseases in our modern 
civilization may seem almost unattainable, 
the initial steps have already been taken 
toward quantitating stress and its bio- 
logical expressions. 
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There are two phases to the relation- 
ship of nutrition and stress. The first 
deals with alterations in nutrient intake 
which cause bodily readjustments. Dis- 
eases due to deficient nutrient intake may 
be manifested in the form of caloric in- 
sufficiency or as a specific and essential 
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nutrient lack. The classic work of Keys 
et al. on semi-starvation depicts the var- 
ious adaptative mechanisms which per- 
mit physiologic adjustment. Briefly, hu- 
man subjects underwent six months of 
dietary restriction resulting in signs of 
starvation and a loss of one-quarter of 
their body weight. Certain physiologic 
adjustments were mandatory in order to 
lower caloric requirements—a_ decrease 
in physical activity, a 31 per cent reduc- 
tion in metabolic rate and a 50 per cent 
decrease in cardiac work. Other phe- 
nomena also contributed to the adaptative 
adjustments in this stress of caloric re- 
striction. 

Animal studies have been very helpful 
in evaluating the stress effects of specific 


*Reprinted by permission from Health News, 
a York State Department of Health, March, 
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nutrient inadequacies or excesses. Bout- 
well has shown that chronic caloric re- 
striction, consisting of a 60 per cent re- 
duction in the amount of food that young 
adult albino mice would voluntarily con- 
sume, elicits the symptoms of the general 
adaptation syndrome. In other studies, 
it has been demonstrated that a dietary 
absence of either riboflavin or pyridoxine 
does not produce this adaptation phe- 
* nomenon, but only mild and transient stim- 
ulation of the adrenal cortex. Pyridoxine 
deficiency causes extreme thymic atrophy, 
perliaps because of inadequate protein 
synthesis as well as adrenal cortical stim- 
ulation. Cytochemical studies of the ad- 
renal glands of weanling rats show that 
deprivation of thiamin and pantothenic 
acid causes adrenal stimulation in two 
weeks and ultimate exhaustion of the 
corticoid-producing zone in four. The 
cortisone-like steroids are increased and 
produce thymus involution and alterations 
in carbohydrate metabolism. 


The changes observed in carbohydrate 
metabolism during underfeeding experi- 
ments in animals suggest that they are 
the result of adaptative mechanisms me- 
diated through the adrenal cortex. Par- 
tial undernutrition in rats increases liver 
and muscle glycogen and, surprisingly, 
produces an intensive glycogen deposition 
or synthesis in adipose tissue. Adrenalec- 
tomy decreases glycogen accumulation 
which may be restored by administering 
adrenal cortical hormones. The previous 
discussion of the metabolic alterations in 
the general-adaptation-syndrome (Health 
News, February, 1955) offers some ex- 
planation for these changes in glycogen. 
In some stress situations, such as anoxia, 
there is an increase in liver glycogen, 
probably due to the increased secretion 
of adrenal cortical hormones. This also 
appears to be the mechanism which 
causes an increase in liver and other tis- 
sue glycogen under the stress of starva- 
tion. Certainly studies of undernutrition 
must be made with an awareness of the 
general-adaptation-syndrome. 


The second phase of the relationship 
of stress and nutrition deals with the 
effect of stress on the nutritional state of 
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the organism. These changes also appear 
to be mediated to a great degree, if not 
entirely, by the adrenal cortex or its as- 
sociated mechanisms. Cholesterol and as- 
corbic acid have long been known to be 
present in the normal or “resting” ad- 
renal cortex and, therefore, like mounds 
of iron ore close to a steel mill, have 
been regarded as a clue to the chemical 
nature of the end-product. Experiments 
on rats have demonstrated a marked 
depletion of cholesterol and of ascorbic 
acid in the adrenal glands following ex- 
perimental hemorrhage. The fall in as- 
corbic acid content precedes that of 
cholesterol, and ascorbic acid is — 
more rapidly in the recovery period. 
follows that alterations in adrenal ag 
terol and ascorbic acid are associated 
with the secretion of cortical hormones 
and that they participate in the formation 
of these hormones. 
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initially a temporary lowering of the 
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Cholesterol is known to contain t*: 
parent cyclopentenophenanthrene nucleus, 
common to adrenal cortical and gonadal 


steroid hormones, and the latter are, in 
fact, produced synthetically from choles- 
terol. Cholesterol occupies a unique and 
extremely important position in the body 
economy in relation to stress and adapta- 
tion. Mention has been made of the ef- 
fect of stress on the adrenal content of 
cholesterol. Chemically, cholesterol is the 
basic substance in steroid synthesis in the 
body whether for bile acid manufacture 
or adrenal hormone production. Current 
interest in the role of cholesterol in car- 
diovascular disease also requires explora- 


tion of factors other than diet that may 


influence cholesteral levels. 


sult of increased adrenal cortical needs, 
but the level is gradually restored even 
though ACTH is continued. Cortisone 
has less effect on cholesterol but tends 
to cause an elevation. Specific forms of 
stress—scarlet fever and pneumonia— 
cause a reduction in serum cholesterol. 
Many other acutely ill human patients 
have a lowering of serum cholesterol 
which returns to normal as_ beneficial 
therapy is instituted. A reduction in to- 
tal serum cholesterol may be considered 
as a physiologic response to stress. One 
may conjecture that fluctuating levels 
of body cholesterol during intermittent 
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stress with its systemic metabolic ad- 
justments are of more significance in the 
development of coronary artery disease 
than the absolute values of circulating 
cholesterol or its chemical congeners. A 
greater appreciation of the role of stress 
and more precise measurements for stress 
factors are needed before an accurate 
analysis of the factors entering into de- 
velopment of many pathological processes 
can be realized. 

The role of ascorbic acid is more per- 
plexing, although one school has pro- 
posed that its presence as a side-chain 
of a steroid hormone might render the 
compound highly water-soluble for ac- 
tive movement and chemical reactivity 
in the body. Thus, in situations causing 
increased adrenal cortical hormone pro- 


duction there is an increased require- 
ment for ascorbic acid by the adrenal 
glands. Because this requirement is pre- 
potent there may be a diversion of 
ascorbic acid from the tissues to satis- 
fy the adrenal demands. The adminis- 
tration of ACTH to human subjects for 
prolonged periods has caused hemor- 
rhagic changes in the skin which have 
responded to vitamin C administration. 
Cortisone administration does not in- 
crease adrenal function and, therefore, 
ascorbic acid deficiency does not develop. 
Ascorbic acid requirements are more 
likely to be greater under prolonged 
stress and small amounts of this sub- 
stance have been shown to enhance man’s 
resistance to traumatic shock and burns. 
Recognizing that in severe stress situa- 
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tions, ascorbic acid utilization is prob- 
ably increased, the Committee on Thera- 
peutic Nutrition of the National Re- 
search Council has recommended “the 
administration of as much as 1 to 2 
grams of ascorbic acid daily during the 
acute stage of stress and of 300 mg. 
daily thereafter. Four times the recom- 
mended allowance for normal people, 
i.e., about 300 mg., will probably suttice 
under moderate stress circumstances,” 
Other modifications have also been rec- 
ommended. This has resulted in the ad- 
dition of greater amounts of thiamin, 
pantothenic acid, ascorbic acid and other 
vitamins to multivitamin preparations to 
satisfy the increased requirements of 
stress. 


Growth has long been considered a 
dynamic situation controlled to a great 
extent by physical factors. Growth is 
believed to be regulated in part by the 
production of pituitary growth hormone 
—somatotropic hormone (STH). Selye 
has recently observed that the adrenal 
cortex may also be influenced by STH 
in such a way as to produce adrenal 
steroids which antagonize the deleterious 
effects of those adrenal steroids liberated 
in response to ACTH. A great con- 
troversy exists as to whether this con- 
cept is correct but it suffices to say that 
adrenal cortical factors must be consid- 
ered in any appraisal of growth. The 
administration of cortisone to children, 
even in small doses, has caused inter- 
ference with the growth pattern. Aside 
from any obvious physical factors, such 
as nutritional inadequacies and pituitary 
or other glandular deficiencies, there is 
evidence that emotions may influence 
growth in children. Studies conducted 
at the Bellefaire Children’s Home in 
Cleveland have shown that a number 
of children classified as cases of “growth 
failure” failed to respond to a regimen 
of a high caloric, high protein and high 
vitamin intake plus extra rest, extra 
sleep and limited physical activity. They 
did respond, however, to psychiatric help 
and other measures directed toward 
making the child emotionally so- 
cially well adjusted. The mechanisms 
by which the emotions interfere with 


growth are not known but raise for 
consideration the factor of stress and 
the metabolic derangements which ac- 
company disturbances pituitary-ad- 
renal function. 


Obesity and Starvation. Overfunction 
of the pituitary-adrenal axis produces a 
characteristic type of obesity of the so- 
called “buffalo type,” i.e. thin extremities 
and a heavy trunk. Underfunction leads 
to weight loss and an asthenic habitus 
These opposing states are readily under- 
standable in relation to these extremes 
of adrenal cortical function. Obesity is 
considered by some to be a form of 
chronic stress. The increased incidence 
of cardiovascular renal disease and oi 
diabetes mellitus, and the diminished 
longevity of obese people support the 
impression that obesity is deleterious. 
There is some evidence of an increase 
in the anatomical size of the adrenals in 
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obesity but an increase in their func- 
tional capacity is more characteristic. In 
contrast, the stress of starvation pro- 
duces an early increase in adrenal func- 
tion which subsequently goes on to in- 
sufficiency by virtue of the ensuing 
pituitary failure. Adrenocortical func- 
tion is the last to show a decrease in 
functional hypopituitarism. Generally 
this pituitary defect may be reversed by 


feeding. 
STRESS AND INFECTIOUS DISEASES 


\ wealth of experimental observations 
in animals and man emphasizes that the 
adrenal cortex is involved in the bodily 
mechanisms of defense and that fluctua- 
tion in the adrenal cortex may serve 
to enhance or detract from the strength 
of these defenses. A possible relationship 
has been sought between adrenal hor- 
mones and antibody formation. Adren- 
alectomy causes a decrease in resistance. 
In experimental animals, natural im- 
munity is reduced but acquired im- 
munity is not, and the capacity to pro- 
duce antibodies remains substantially un- 
changed. Early reports on animals as- 
sociated the lysis of lymphoid tissue in 
response to adrenal hormones with the 
liberation of antibodies from the lym- 
phoid tissue. 


In humans no effect of adrenal steroids 
on antibody formation has been demon- 
strated. Indeed there is evidence that 
cortisone may actually inhibit antibody 
synthesis. Hypersensitivity such as hay 
fever, eczema and asthma stems from an 
antigen-antibody union and_ responds 
favorably to the administration of ad- 
renal cortical hormones. The beneficial 
effect is not due to an inhibition of the 
union of antigen and antibody but of 
tissue reactivity. This has important 
bearing on such diseases as rheumatic 
fever and acute glomerulonephritis both 
of which are believed due to an antigen- 
antibody reaction in a_ specific tissue, 
heart or kidney—the antigenic source 
being the hemolytic streptococcus. Oc- 
casionally adrenal hormones have been 
shown to be very beneficial in these two 
diseases. Paradoxically, high levels of 
adrenal hormones, due to ACTH or 
cortisone administration, also decrease 
resistance. The inflammatory reaction 
is repressed, infection is poorly localized 
and susceptibility to infection increased. 


Infections in man have been shown 
to cause an increase in the excretion of 
adrenal cortical hormones. In severe in- 
fections there may be definite histological 
changes in the adrenal cortex indicative 
of severe damage. Contrary to current 
belief, this damage is not specific for 
meningococcal infections complicated by 
acute adrenal cortical insufficiency. (Wa- 
terhouse-Friderichsen syndrome). Other 
infections due to staphylococcus, pneu- 
mococcus, and the diphtheria bacillus 
also produce adrenal hemorrhage and 
adrenal crisis. An appreciation of this 
fact has led to the often effective use 
of adrenal hormones in acute circulatory 
collapse which occurs in the course of 
severe infection. 
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STRESS AND CARDIOVASCULAR 
DISEASE 


Vital statistics reveal that one of every 
300 Americans will die of some form of 
heart trouble during the coming year. 
Cardiac disease accounts for more deaths 
than the combined totals of the next 
five major causes—cancer, accidents, 
nephritis, pneumonia and tuberculosis. In 
any working day, diseases of the heart 
and circulation take the lives of more 
than 2,000 Americans and cost industry 
nearly 2,000 man-years of productive 
labor. Many studies have confirmed the 
impression that the normal heart cannot 
be strained by exertion. Symptoms of 
a compelling nature enforce cessation 
of activity short of heart strain. This 
response of the body to the stress of 


exercise is no less remarkable than its 
capacity to withstand disease. Cannon 
described this capacity for adaptation 
as “the wisdom of the body.” 
Hypertension and Coronary Artery Dis- 
vas’. It has been found that hard work is 
apparently not a primary factor in 
myocardial infarction. In a review of 
1,484 cases of myocardial infarction 52 
per cent occurred among victims sleep- 
ing or at rest. Only 2 per cent were 
unusually active at the time of the at- 
tack. There is, however, growing evi- 
dence that stress in certain forms does 
lead to diseases of the cardiovascular sys- 
tem. Heart disease is virtually unknown 
in animals living in their natural state. 
Hypertension and coronary artery dis- 
ease are practically unknown among the 
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problems of heart disease, the New York 
State Department of Health has em- 
barked upon a most promising program 
to evaluate those factors contributing to 
incipient cardiovascular disease. It is 
hoped that the announced plan of in- 
cluding stress tests not previously or cus- 
tomarily employed in heart disease stucies 
will provide valuable information that 
single measures of existing alterations 
in the biochemistry of the human are 
not likely to reveal. 


Mental illness is one of this nation’s 
major public health problems. About 6 
per cent of the present population is suf- 
fering from mental illness or serious 
personality disturbances—a total of nine 
million persons or one out of every six- 
teen. A million and a half of these 
have severe mental illness and the rest 
are in varying degrees of poor mental 
health because of psychoneurosis, emo- 
tional maladjustment of various types, 
or psychosomatic illnesses. About 50 
per cent of all patients who visit general 
practitioners have conditions associated 
with mental illness or personality dis- 
turbances and about 30 per cent of all 
patients who go to general hospitals have 
psychiatric problems. 


For centuries the role of mental 
stresses—worry, insecurity, anxiety—has 
been appreciated in mental disease. In 
the temples of Asklepios in ancient 
Greece and Rome, the priests treated 
people by suggestion during the rite of 
incubatio or temple sleep which closely 
simulated hypnosis. Plato commented on 
the absurdity of trying to separate the 
soul from the body, although physicians 
have persisted in this attempt for another 
2,000 years. The G.A.S. concept, it has 
been hoped, would help us to evaluate 
the intangibles which precede or precipi- 
tate mental disease in terms of the objec- 
tive biological and chemical alterations 
resulting from stress. Measurements of 
adrenal cortical function in psychotic 
patients reveal a depressed function. 
Psychoneurotic patients appear to have 
a greater adrenal response to stress than 
usual and exhibit the manifestations of 
stress ordinarily shown by stable people 
only when exposed to overwhelming 


Amazonian natives and the Polynesians. 
Hypertension is inferentially a legacy of 
overwork, anxiety, nervous tension—ail- 
ments of modern living that have proved 
stubbornly resistant. Other important 
vascular diseases of adaptation are kid- 
ney disease and cerebral hemorrhage. 
The experimental evidence supporting 
claim of a contributory role by the 
adrenal cortex in vascular disease is im- 
pressive. Animals exposed to prolonged 
stress in the form of excessive exercise 
and sudden frights developed high blood 
pressure and damaged arteries. Animals 
given large doses of adrenal steroids 
develop vascular changes similar to peri- 
arteritis nodosa with accompanying hy- 
pertension and kidney disease. 


There are forms of cardiovascular dis- 
ease which closely resemble organic dis- 
ease but which are due to emotional 
stress. Neurocirculatory asthenia, irri- 
table heart and the effort syndrome mani- 
fest themselves as alterations in the auto- 
maticity of heart or variations in vas- 
cular tone. Certain stressors may be 
responsible for these nonorganic heart 
ailments but there is no evidence that 
pathological changes are either the cause 
of or result from these disturbances. 
On the other hand a minor cardiac dis- 
order may impose a severe stress on the 
individual who is made an_ invalid 


through indiscreet medical counsel. 
Cognizant of the need for considering 
and evaluating the many facets of the 


stimuli. The question is raised as to 
whether schizophrenia is the result of an 
inability on the part of the pituitary- 
adrenal axis to respond adequately to life 
situations. In terms of the adaptation 
syndrome, the psychotic appears to be in 
the stage of resistance and capable of 
little or no further reaction to alarm. 
On the other hand, an excess of adrenal 
steroids such as that which occurs in 
Cushing’s disease or with the therapeutic 
use of ACTH or cortisone is known t: 
cause psychoses. Within the framework 
of the pituitary-adrenal response to stress, 
there are suggestive evidences of its role 
in mental disease. Thus far, however, 
it is only suggestive and more knowledge 
is needed. 


Alcoholism accounts for 6 to 20 per- 
cent of admissions to mental hospitals 
throughout the United States. A sense 
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of defeat, guilt and hostility are de- 
scribed as a few of the emotional pres- 
sures vented in alcoholism but there is 
some question as to whether the disease 
is solely a personality problem. Measure- 
ments of adrenal cortical function in 
alcoholics suggests a deficiency in the 
glucocorticoids i.e., the blood sugar rais- 
ing hormone. It has therefore been sug- 
gested that under a variety of emotional 
tensions, an inadequate adrenal hormone 
output results in an inadequate blood 
sugar level. This deficit is met by im- 
bibing alcohol. Confirmatory evidence 
for this hypothesis has been the satis- 
factory response of acute alcoholism and 
delirium tremens to ACTH, cortisone 
and adrenal cortical extract. 


Senescence. The increase in longevity 
has not only caused society to appre- 
ciate the necessity of providing for the 
economic and social welfare of the older 
age group but it has also increased the 
problems of public health. Measure- 
ments of adrenal function demonstrate 
a decrease with the aging process which 
contributes to this group’s inability to 
cope physically and mentally with the 
problems of everyday life. Some re- 
habilitation has been provided by ad- 
ministering adrenal hormones but this 
measure is of doubtful long-term value. 


SUMMA? Y 


The study of stress has great practical 
importance today because of the great 
loss of manpower due to organic and 
psychological disorders secondary to 
stress. Its importance in military life 
is evident. Many of our health prob- 
lems in the world today are the result 
of an unending number of circumstances 
—cultural, biological and psychological— 
which constantly test the reactive poten- 
tialities of the organism. There are spe- 
cific differences in the reactive poten- 
tiality of each individual to a stressful 
situation. In colloquial terms, “No two 
people are alike.” This is well exemplified 
by the number of stress reactions already 
considered without mentioning such con- 
ditions as epilepsy, glaucoma, diseases 
of the intestines, problems in maternal 
health and many others. 


Some definite biological mechanisms 
involved in the response to stressors, 
particularly adrenal factors, have been 
discussed above but stress itself remains 
an abstraction. It is customary to use 
the term stress in the sense of a general 
common factor which conveniently de- 
scribes a variety of stimuli or traumas 
and the biologic reactions which accom- 
pany them. Stress cannot be measured 
quantitatively. Certain definite phe- 
nomena have been found empirically to 
be associated with stress. While the 
adrenal glands appear to be intimately 
involved in the stress response, we are 
at present able to determine only gross 
changes in the adrenal functional state. 
Subclinical states of adrenal insufficiency 
or excess are not detected by methods 
currently available for determining 
adrenal function. Even with these tests 
conflicting results are often obtained. In 
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addition to laboratory indicators of 
stress, attempts have been made to de- 
velop score sheets and scales of stress 
which take into account many factors, 
biological, psychological, and sociological. 
It is hoped that by such analysis an in- 
dex may be devised whereby the poten- 
tial for developing an adaptation to 
stressors and recovering from stress dis- 
orders may be prognosticated. 

It is safe to predict that stress will 
play an integral part in the evaluation 
of health problems in our progressing 
civilization. To have a thorough compre- 
hension of stress, to seek new techniques 
for its evaluation and to use this knowl- 
edge for the prevention and treatment of 
all diseases—these are the charges public 
health workers must be prepared to 


meet. 


MORTALITY AT NEW MINIMUM* 


The mortality among Industrial policy- 
holders of the Metropolitan Life Insur- 
ance Company was lower in the first 
half of 1955 than in the corresponding 
period of any previous year. The im- 
provement since 1954 reflected largely a 
decrease in the mortality from some in- 
fectious diseases and a lower accident 
toll; there was little change in the rec- 
ord for the major chronic diseases. 
Through June, the death rate was 644.4 
per 100,000 insured, which compared with 
the previous minimum of 652.1 established 
only last year, and with the rate of 668.6 
recorded two years ago.t 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, July, 1955. 

+All the figures quoted in this article are ex- 
clusive of war deaths (enemy action). 
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In the first six months of the current 
year, the death rate from the disease— 
82 per 100,000 policyholders—was one 
sixth lower than that of the year before 
and was only one half the rate three 
years ago. Other diseases to establish 
new low death rates thus far in 1955 in- 
clude syphilis, the complications of preg- 
nancy and childbirth, and the principal 
communicable diseases of childhood. This 
last group of diseases—measles, scarlet 
fever, whooping cough, and diphtheria— 
has been reduced to vanishing propor- 
tions as causes of death; their combined 
death rate in this insurance experience 
is now only .3 per 100,000. 


The poliomyelitis death rate in this in- 
surance experience, .2 per 100,000, re- 
mained unchanged from the year be- 
fore. The reported number of poliomye- 
litis cases in the general population of 
the United States decreased, however, 
from 4,697 in the first half of 1954 to 
3,708 in the like period of 1955. 


The accident death rate was 5 percent 
lower in the first half of this year than 
last, reflecting decreases in motor vehicle, 
home, and occupational accidents. Homi- 
cides, as well, were slightly less frequent 
than they were a year ago. Suicide, on 
the other hand, increased somewhat, from 
5.7 per 100,000 in the first six months of 
1954 to 6.4 in the corresponding period 
of this year. 


White policyholders in each sex benefit- 
ed from the reduction in mortality. 
Among white males under age 75, the 
death rates in the first half of 1954 and 
1955 were 698.1 and 693.9 per 100,000, 
respectively. The improvement extended 
to all but the youngest and the oldest 
ages. Among white female policyholders 
in the aggregate, the decrease in mortal- 
ity was slight, the gains at some age 
groups virtually balancing the losses at 
others. 

As already noted, the mortality from 
the major chronic diseases was not ap- 
preciably different from that of last year. 
For the diseases of the cardiovascular- 
renal system, the death rate for the first 
six months of the current year was 344.9 
per 100,000, compared with 347.1 a year 


ago. The toll from cancer (malignant 
neoplasms) has remained at last year’s 
level—a fraction above 129 per 100,000. 
Thus, the cardiovascular-renal diseases 
and cancer continue to account for prac- 
tically three fourths of the total mortality 
in this experience. ; 

A mild outbreak of respiratory disease 
in the early part of the year raised the 
mortality from pneumonia and influenza 
above that in the first few months of 
1954. This handicap, however, was sub- 
sequently overcome, so that for the Jan- 
uary-June period as a whole the death 
rate from these diseases was virtually 
the same this year as last, when a new 
ninimum was established. 

Marked progress continued to be made 
in the control of tuberculosis mortality. 


ACCIDENTAL DEATHS* 


The Statistical Bureau of the Metro- 
politan Life Insurance Company keeps a 
current record of catastrophes—accidents 
in which five or more persons are killed. 
The facts for the general population of 
the United States, compiled from a 
variety of sources, are here briefly sum- 
marized. 


The toll from catastrophic accidents in 
the first half of 1955, nearly 550 lives, 
was somewhat smaller than that in the 
comparable period of last year and one 
of the lowest on record. Catastrophes in- 
volving conflagrations in dwellings and 
apartments, military aviation, and motor 
vehicle accidents took substantially fewer 
lives. On the other hand, deaths in tor- 
nadoes have increased appreciably, re- 
flecting the toll exacted by the tornadoes 
which swirled across five midwestern 
States on May 25, killing about 115 peo- 


*Reprinted from Statistical Bulletin, Met- 
ropolitan Life Insurance Company, July, 1955. 
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ple, 80 of them in Udall, Kans. The 
number of deaths in civilian aviation 
catastrophes has also been somewhat 
higher so far this year than last. 


Through June, there was only one oth- 
er disaster in which 25 or more lives 
were lost—the fire which swept through 
a hotel in Chicago in the early morning 
hours of February 12, fatally injuring 29 


people. 


WITH AS A 
PREVENTIVE MEASURE AGAINST 
TUBERCULOSIS* 


lsoniazid, which has shown remarkable 
powers in the treatment of tuberculosis, 
shows promise of being equally potent as 
a preventive. 


At the annual meeting of the National 
Tuberculosis Association in Milwaukee, 
May 23-27, 1955, Dr. Carroll E. Palmer 
and Shirley H. Ferebee, chief and assist- 
ant chief, respectively, of the Operational 
Research Branch, Tuberculosis Program, 
Division of Special Health Services, 
Public Health Service, presented their 
report, entitled ‘Experimental Studies on 
Prevention of Tuberculosis,” in which 
they demonstrated the effectiveness of 
isoniazid as a preventive against tubercu- 
losis in guinea pigs. 


METHODS AND RESULTS 


The studies incorporated these basic 
principles: large numbers of animal sub- 
jects, controls, random allocation of ani- 
mals to treatment groups, and unbiased 
observations. About 1,250 guinea pigs 
were first isolated for 3 weeks. The death 
rate during this period was about 1 per- 
cent per week. The 1,224 living pigs 
were distributed into 5 comparable ex- 
perimental groups. 


In the drinking water of the first 3 
groups were placed concentrations of 
isoniazid in amounts of 0.25, 0.05 and 0.01 
milligram per milliliter, respectively. 
There were two groups of untreated pigs, 
one held for challenge and one reserved 
as normal, uninfected controls. By weigh- 
ing each animal every week and by meas- 
uring the amount of water consumed 
each day, it was found that the pigs 
drank a fairly constant amount of water 
every day. The amount of isoniazid taken 


*Reprinted from Public Health Reports, Au- 
gust, 1955. Prepared by the Tuberculosis Pro- 


gram, Division of Special Health Services, Pub- 


lie Health Service. The report mentioned will 
be available upon publication in the American 
Review of Tuberculosis. 
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daily in the 3 drug groups approximated 
25, 5, and 1 milligram per kilogram of 
body weight. 

All groups except the “normals” were 
challenged intraperitoneally with virulent 
tubercle bacilli. The normal pigs re- 
ceived a placebo challenge. The controls 
—those that received no isoniazid—died 
rapidly after the challenge infection, and 
by the 10th week only 7 percent remained 
alive. Eighty-eight percent of the normals 
—those that had not been infected—were 
still alive in the 10th week. The pigs 
that received 1 mg./kg. of isoniazid re- 
ceived some protection since they did not 
die as rapidly as the controls. Thirty- 
seven percent were still alive by the 10th 
week. The challenged pigs that received 


either 5 or 25 mg/kg. of isoniazid did 
not have a greater death rate than the 
normal pigs. 


For the first 10 weeks after challenge 
with tubercle bacilli the daily dose of 5 
mg./kg. was enough to protect the pigs 
against an infection that was sufficiently 
virulent to kill nearly all of the controls. 


At this point, the investigators consid- 
ered the problem of the effect of -with- 
drawal of isoniazid. They withdrew the 
drug, 10 weeks after infection, from pigs 
selected at random in each of the three 
treatment groups. The pigs that had re- 
ceived 1 mg./kg. of isoniazid continued 
to fare better than the controls. The ani- 
mals that had received 5 or 25 mg./kg. 
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survived as well as the normal animals 
over a period of 26 weeks. 


At the 26th week, 75 percent of the 
pigs that received at least 5 mg./kg. for 
only 10 weeks, 74 percent of those that 
received 5 or 25 mg./kg. for the entire 
26 weeks, and 71 percent of the unchal- 
lenged normal controls were still alive. 
This part of the experiment appears to 
indicate that as little as 5 mg./kg. of 
isoniazid per day for only 10 weeks is 
sufficient to knock out a virulent tuber- 
culosis infection in guinea pigs. 


Fourteen weeks after the date of the 
first challenge, randomly selected parts 
of each group of animals that had re- 


ceived 5 and 25 mg./kg. were rechal- 
lenged. Part of the original group of 
normals were challenged at the same time 
to obtain a new group of controls. 


The new, untreated controls died rapid- 
ly, as expected. The animals that sur- 
vived the first challenge while receiving 
isoniazid and had then been taken off the 
drug after the first 10 weeks, when re- 
challenged, did not die as rapidly as the 
controls even though they were not re- 
ceiving the drug. This evidence suggests 
that relatively small amount of 
isoniazid in the drinking water of guinea 
pigs not only protects them from getting 
tuberculosis but also allows them to de- 
velop a certain amount of resistance to a 
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later untreated infection. This resistance 
is at least as great as has been produced 
in guinea pigs by vaccination with BCG. 


The pigs that received 5 or 25 mg./kg. 
of isoniazid continuously during two 
challenge infections survived as well as 
the normals that had never been chal- 
lenged. 


SUMMARY 


A daily dose of isoniazid of not more 
than 5 mg./kg. of body weight, given in 
the drinking water, is apparently sufji- 
cient to protect guinea pigs completely 
from a large intraperitoneal challenge «of 
virulent tubercle bacilli. This dose given 
for only 10 weeks after a virulent cha!- 
lenge was sufficient to prevent the ap- 
pearance of disease after the drug was 
discontinued. Resistance to a later viru- 
lent infection, at least equal to that pro- 
duced by BCG vaccination, develops in 
guinea pigs during the course of an 
isoniazid-treated challenge. 


Whether isoniazid will be effective as 
a preventive of human tuberculosis de- 
pends on the results of controlled trials 
in large population groups, which are 
now being planned. Continuing experi- 
ments with laboratory animals will pro- 
vide additional information essential to 
trials among human beings. Isoniazid has 
been used extensively since 1952 in treat- 
ing tuberculosis, and its effectiveness and 
harmlessness have been conclusively dem- 
onstrated. The drug can be produced 
easily in large quantities, and its cost is 
low. Persons who are reactors to tuber- 
culin or persons who exhibit suspicious 
shadows on X-ray films might be the 
first to benefit from the preventive and 
curative properties of isoniazid. These 
findings may mean that whole popula- 
tions could be treated for as little as a 
penny a day per person. 


PROGNOSIS IN KIDNEY DISORDERS’ 


The kidneys are subject to a wide va 
riety of disorders, but the reserve ca- 
pacity of the organ is so great that it i- 
often able to function effectively in the 
presence of serious damage, or even wher 
one of the kidneys is removed. It is not 
surprising, therefore, that deaths due di- 
rectly to disturbances of kidney function, 
while appreciable in number, account for 
only a small part of the total mortality. 
During 1953, about 28,000 deaths in the 
United States were attributed to nephritis 
and other diseases of the kidney and the 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, July, 1955. 
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urinary system; they constituted but 2 
percent of the mortality from all causes 
combined and were equivalent to a death 
rate of 18 per 100,000 population. Chronic 
nephritis alone accounted for more than 
half of these deaths, with infections of 
the kidney ranking next in order of fre- 
quency; kidney stones caused less than 
1,000 of the fatalities. 


Although the recorded death rate from 
nephritis has been decreasing for many 
years, the real extent of the decline can- 
not be accurately measured because of 
changes in the classification of causes of 
death and because of the changing medi- 
cal concepts regarding the role of the 
kidney in certain disorders, particularly 
hypertension and other vascular condi- 
tions. 

In view of the importance attributed 
in the past to disturbances of kidney 
function, much attention has been given 
to evidences of such disorders which 
could be detected on medical examination 
for Life insurance. As a result, there is 
an abundance of information as to the 
mortality associated with urinary findings 
deviating from normal and that associat- 
ed with specific diseases of the kidney. 
The latest data are to be found in the 
19351 Impairment Study,+ which is based 
upon the combined experience of many 
large Life insurance companies during 
1935-1950 on persons accepted for Ordi- 
nary Life insurance. 


Albumin in the urine is one of the 
most frequent findings on Life insurance 
medical examinations. In young people 
this usually has little significance, espe- 
cially when occurring only occasionally 
and in small amount. Where the condi- 
tion persists, however, and the amount of 
albumin is fairly large, mortality is ad- 
versely affected. Thus, the 1951 Impair- 
ment Study showed that persons with 
constant albuminuria of small amount 
were subject to death rates about two 
thirds greater than the average for all 
Ordinary policyholders to whom insur- 
ance was issued at standard premium 
rates. Where albumin was found per- 
sistently and in large amounts at the time 
of application, mortality was six times 
the average for standard risks. 


The mortality of persons with albu- 
minuria tended to rise rapidly with in- 
crease in blood pressure level. Among 
persons with a moderate or large amount 
of albuminuria and normal blood pres- 
sure at the time of examination for Life 
insurance, mortality was somewhat over 
twice the average for standard risks, but 
among those with slight or moderate hy- 
pertension, mortality was three and a 
half times that of standard risks. 


Deaths from nephritis were relatively 
far more frequent among persons with 
albuminuria than among standard risks 
generally, indicating that albumin found 
in the urine on examination for insurance 
sometimes reflected serious kidney im- 


I Saas by the Society of Actuaries, April, 
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Findings: 

Clinical studies demonstrate 
rapid response in cystitis and 
pyelonephritis, including 
refractory infections. 


13 acute cases: 6 appeared cured, 
6 markedly improved, no relapses. 


36 chronic cases: 30 symptomatic 
improvement, often in 24 hours. 


Furadantin eradicated 29 strains 
(62%) of 47 isolated from 30 
chronic infections. 
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Acute infections: 95.7% of patients 
benefited. Chronic infections 

and organic or obstructive lesions: 
82% benefited. 
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pairment. Nephritis accounted for more 
than half the deaths among persons with 
persistent and severe albuminuria. The 
mortality from diseases of the heart and 
circulatory system was also generally 
high among such persons, reflecting the 
close association between the circulatory 
and urinary systems. 


In view of the frequency with which 
kidney stone or renal colic occurs, it is 
not surprising that persons with a history 
of this impairment constituted one of the 
largest classes in the 1951 Impairment 
Study. The experience on these cases 
was analyzed according to the time 


elapsed from attack to application for in- 
surance and the type! of treatment given. 


The survivorship record of persons with 
this impairment was only slightly less 
favorable than that of standard risks 
generally. The record was best for cases 
which had responded to medical treat- 
ment, and was almost as good for surgi- 
cal cases where more than five years had 
elapsed since operation. The findings 
were fairly good even among those with 
a history of surgery within five years; 
the proportion surviving 10 years after 
being insured was about 94 percent, which 
compared with 96 percent for standard 
risks. 


The mortality among persons with a 
history of kidney stone was somewhat 
higher than that for standard risks. 
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survived as well as the normal animals 
over a period of 26 weeks. 


At the 26th week, 75 percent of the 
pigs that received at least 5 mg./kg. for 
only 10 weeks, 74 percent of those that 
received 5 or 25 mg./kg. for the entire 
26 weeks, and 71 percent of the unchal- 
lenged normal controls were still alive. 
This part of the experiment appears to 
indicate that as little as 5 mg./kg. of 
isoniazid per day for only 10 weeks is 
sufficient to knock out a virulent tuber- 
culosis infection in guinea pigs. 


Fourteen weeks after the date of the 
first challenge, randomly selected parts 
of each group of animals that had re- 


ceived 5 and 25 mg./kg. were rechal- 
lenged. Part of the original group of 
normals were challenged at the same time 
to obtain a new group of controls. 


The new, untreated controls died rapid- 
ly, as expected. The animals that sur- 
vived the first challenge while receiving 
isoniazid and had then been taken off the 
drug after the first 10 weeks, when re- 
challenged, did not die as rapidly as the 
controls even though they were not re- 
ceiving the drug. This evidence suggests 
that relatively small amount of 
isoniazid in the drinking water of guinea 
pigs not only protects them from getting 
tuberculosis but also allows them to de- 
velop a certain amount of resistance to a 
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| _ later untreated infection. This resistance 
| is at least as great as has been produced 
| in guinea pigs by vaccination with BCG. 


The pigs that received 5 or 25 mg./kg. 
| of isoniazid continuously during two 
challenge infections survived as well as 
the normals that had never been chal- 
lenged. 


SUMMARY 


A daily dose of isoniazid of not more 
than 5 mg./kg. of body weight, given in 
the drinking water, is apparently sufii- 
cient to protect guinea pigs completely 
from a large intraperitoneal challenge of 
virulent tubercle bacilli. This dose given 
for only 10 weeks after a virulent chal- 
lenge was sufficient to prevent the ap- 
pearance of disease after the drug was 
discontinued. Resistance to a later viru- 
lent infection, at least equal to that pro- 
duced by BCG vaccination, develops in 
guinea pigs during the course of an 
isoniazid-treated challenge. 


Whether isoniazid will be effective as 
a preventive of human tuberculosis de- 
pends on the results of controlled trials 
in large population groups, which are 
now being planned. Continuing experi- 
ments with laboratory animals will pro- 
vide additional information essential to 
trials among human beings. Isoniazid has 
been used extensively since 1952 in treat- 
ing tuberculosis, and its effectiveness and 
harmlessness have been conclusively dem- 
onstrated. The drug can be produced 
easily in large quantities, and its cost is 
low. Persons who are reactors to tuber- 
culin or persons who exhibit suspicious 
shadows on X-ray films might be the 
first to benefit from the preventive and 
curative properties of isoniazid. These 
findings may mean that whole popula- 
tions could be treated for as little as a 
penny a day per person. 


PROGNOSIS IN KIDNEY DISORDERS* 


The kidneys are subject to a wide va- 
riety of disorders, but the reserve ca- 
pacity of the organ is so great that it is 
often able to function effectively in the 
presence of serious damage, or even when 
one of the kidneys is removed. It is not 
surprising, therefore, that deaths due di- 
rectly to disturbances of kidney function, 
while appreciable in number, account for 
only a small part of the total mortality. 
During 1953, about 28,000 deaths in the 
United States were attributed to nephritis 
and other diseases of the kidney and the 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, July, 1955. 
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urinary system; they constituted but 2 
percent of the mortality from all causes 
combined and were equivalent to a death 
rate of 18 per 100,000 population. Chronic 
nephritis alone accounted for more than 
half of these deaths, with infections of 
the kidney ranking next in order of fre- 
quency; kidney stones caused less than 
1,000 of the fatalities. 


Although the recorded death rate from 
nephritis has been decreasing for many 
years, the real extent of the decline can- 
not be accurately measured because of 
changes in the classification of causes of 
death and because of the changing medi- 
cal concepts regarding the role of the 
kidney in certain disorders, particularly 
hypertension and other vascular condi- 
tions. 

In view of the importance attributed 
in the past to disturbances of kidney 
function, much attention has been given 
to evidences of such disorders which 
could be detected on medical examination 
for Life insurance. As a result, there is 
an abundance of information as to the 
mortality associated with urinary findings 
deviating from normal and that associat- 
el with specific diseases of the kidney. 
The latest data are to be found in the 
1951 Impairment Study,+ which is based 
upon the combined experience of many 
large Life insurance companies during 
1935-1950 on persons accepted for Ordi- 
nary Life insurance. 


Albumin in the urine is one of the 
most frequent findings on Life insurance 
medical examinations. In young people 
this usually has little significance, espe- 
cially when occurring only occasionally 
and in small amount. Where the condi- 
tion persists, however, and the amount of 
albumin is fairly large, mortality is ad- 
versely affected. Thus, the 19517 Impair- 
ment Study showed that persons with 
constant albuminuria of small amount 
were subject to death rates about two 
thirds greater than the average for all 
Ordinary policyholders to whom insur- 
ance was issued at standard premium 
rates. Where albumin was found per- 
sistently and in large amounts at the time 
of application, mortality was six times 
the average for standard risks. 


The mortality of persons with albu- 
minuria tended to rise rapidly with in- 
crease in blood pressure level. Among 
persons with a moderate or large amount 
of albuminuria and normal blood pres- 
sure at the time of examination for Life 
insurance, mortality was somewhat over 
twice the average for standard risks, but 
among those with slight or moderate hy- 
pertension, mortality was three and a 
half times that of standard risks. 


Deaths from nephritis were relatively 
far more frequent among persons with 
albuminuria than among standard risks 
generally, indicating that albumin found 
in the urine on examination for insurance 
sometimes reflected serious kidney im- 
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Findings: 

Clinical studies demonstrate 
rapid response in cystitis and 
pyelonephritis, including 
refractory infections. 


13 acute cases: 6 appeared cured, 
6 markedly improved, no relapses. 


36 chronic cases: 30 symptomatic 
improvement, often in 24 hours. 


Furadantin eradicated 29 strains 
(62%) of 47 isolated from 30 
chronic infections. 


Acute infections: 95.7% of patients 
benefited. Chronic infections 
and organic or obstructive lesions: 


82% benefited. 
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pairment. Nephritis accounted for more 
than half the deaths among persons with 
persistent and severe albuminuria. The 
mortality from diseases of the heart and 
circulatory system was also generally 
high among such persons, reflecting the 
close association between the circulatory 
and urinary systems. 


In view of the frequency with which 
kidney stone or renal colic occurs, it is 
not surprising that persons with a history 
of this impairment constituted one of. the 
largest classes in the 1951 Impairment 
Study. The experience on these cases 
was analyzed according to the time 


elapsed from attack to application for in- 
surance and the type! of treatment given. 


The survivorship record of persons with 
this impairment was only slightly less 
favorable than that of standard risks 
generally. The record was best for cases 
which had responded to medical treat- 
ment, and was almost as good for surgi- 
cal cases where more than five years had 
elapsed since operation. The findings 
were fairly good even among those with 
a history of surgery within five years; 
the proportion surviving 10 years after 
being insured was about 94 percent, which 
compared with 96 percent for standard 
risks. 

The mortality among persons with a 
history of kidney stone was somewhat 
higher than that for standard risks. 


Therepy 
i 
3 
THE JOURNAL 
| 


EXPASMUS 


for relief of muscle spasm and pain 
in arthritic and rheumatic conditions 


EXPASMUS. 


for relief of tension 
associated with muscle spasm, . 


EXPASMUS 
for relief of low back pain 


modern... 


combines two relaxants — mephenesin for skeletal. muscle j 
spasm and dibenzyl succinate for associated smooth muscle 
spasm — with the analgesic potency of salicylamide. Ex- | 
pasmus provides safe, effective therapy without the disad- j 
vantages of belladonna, the barbiturates or amphetamine. 


c ition and dosage: Each tablet 


"125 mg.; mephenesin, 250 mg.; 


comprehensive ... 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


i 

4 
a 


1 


. single prescription therapy 


contains dibenzyl succinate, 


of 100. 


Average dose, two tablets every four.hours; maximum daily 


dose 12 tablets. 


ON YOUR PRESCRIPTION ONLY SAMPLES ON REQUEST 


Manutactorers of ethical products for over half a century fe 
A 


ide 100 mg. In bottles 


MARTIN H. SMITH CO. 
150 Lafayette St., New York 13, N. Y. 


| 


| 


Among those with a history of medical 
treatment and among cases with a history 
of surgery more than five years before 
application for insurance, the mortality 
was less than one tenth ahove standard. 
For persons with a recent history of 
operation, the mortality was 1.6 times the 
standard. In this group, the mortality 
from cardiovascular-renal disease was 
significantly high and accounted for a 
large part of the excess mortality. 
Carefully selected risks with a history 
of removal of one kidney had a remark- 
ably good mortality experience. (In these 
cases the operation was presumably done 
for conditions other than tuberculosis or 
tumor). The mortality among such risks 
was only one fifth higher than that 


among standard risks generally. Persons 
with this impairment had a somewhat 
higher than normal death rate from ma- 
lignant neoplasms and tuberculosis, but 
their mortality from other causes was 
not significantly different ftom normal. 
Altogether, the prognosis for the com- 
mon kidney disorders is generally favor- 
able. The reduction in the frequency and 
severity of certain infections in childhood 
has been accompanied by a rapid decline 
in fatalities from acute kidney disease 
and a decreased incidence of chronic kid- 
ney damage due to infection. Surgery on 
the kidney and its structures has become 
so highly skilled that persons undergoing 
such surgery have excellent prospects for 
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are available which enable physicians to 
control the symptoms of chronic kidney 
conditions of later life. By and large, 
most of the mortality from kidney disease 
now occurs among old people and is a 
consequence of the gradual breakdown 
of the organ with age. 
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SELECTION OF ANESTHESIA. The 
Physiological and Pharmacological Basis. By 
John Adriani, M.D., Director, Department of 
Anesthesiology, Charity Hospital; Professor of 
Surgery, School of Medicine, Tulane Univer- 
sity of Louisiana; and Clinical Professor of 
Surgery and Pharmacology, School of Medi- 
cine, Louisiana State University, New Orleans, 
Louisiana. Cloth. Pp. 327, with illustrations. 
Price $6.50. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill., 1955. 


TALKING WITH PATIENTS. By Brian 
Bird, M.D., Associate Professor of Psychiatry, 
Western Reserve University. Cloth. Pp. 154. 
Price $3.00. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1955. 


SURGICAL PHYSIOLOGY OF THE 
ADRENAL CORTEX. By James D. Hardy, 
M.S. (Chem.), M.D., F.A.C.S., Professor and 
Chairman, Department of Surgery, and Direc- 
tor of Surgical Research, University of Missis- 
sippi; Surgeon-in-Chief, Hospital of the Uni- 
versity of Mississippi, Jackson, Mississippi. 
Cloth. Pp. 191, with illustrations. Price $5.75. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Ave., Springfield, Ill., 1955. 


SYSTEMIC ASSOCIATIONS AND 
TREATMENT OF SKIN DISEASES. By 
Kurt Wiener, M.D., Dermatologist, Mount 
Sinai Hospital, Deaconess Hospital, Saint 
Michael’s Hospital, Milwaukee, Wisconsin. 
Cloth. Pp. 556, with illustrations. Price $17.00. 
The C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1955. 


THE POSTURAL COMPLEX. Observations 
as to Cause, Diagnosis and Treatment. By 
Laurence Jones, B.S., M.D., Chief Orthopedist, 
Menorah Hospital, 1932-1943, Kansas City, 
Missouri; Visiting Orthopedist, Cedars of Leb- 
anon Hospital, 1944-1953, Midway Hospital, 
1948-1954, Los Angeles, California. Cloth. Pp. 
156, with illustrations. Price $9.75. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill., 1955. 
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in your anginal patient... 


break the chain of 
“heart-consciousness” 


Your anginal patient can be freed from his “heart-consciousness” for a 
wider range of activities by the daily administration of Nitralox which 
aids in protecting him against the bodily and emotional factors which so 
often precipitate anginal seizures. Nitralox generally lessens the frequency 
and severity of attacks, will often lower nitroglycerin requirements, increase 
exercise tolerance and improve the electrocardiogram. 


In anginal patients with hypertension and tachycardia, Nitralox has the 
added advantage of reducing the blood pressure and slowing the pulse. It 
has no such effects in normotensives with normal heart rates. 


Nitralox combines a coronary vasodilator with prolonged action (10 mg. 
pentaerythritol tetranitrate—PETN) with a nonbarbiturate tranquillizing 
and bradycrotic agent (1 mg. purified mixed Rauwolfia alkaloids —the 
alseroxylon fraction) and is intended for long-term prophylactic therapy. 
While some patients experience beneficial effects within 24-48 hours, it 
takes about two weeks before Nitralox produces its full effect from the 
recommended dosage of 1-2 tablets q.id. before meals, and at bedtime. 


NITRALOX 


for long-range management of anginal attacks 


Nitralox is a preparation 


Smith-Dorsey e Lincoln, Nebraska e A Division of The Wander Company 


HUMAN PHYSIOLOGY. By F. R. Win- 
ton, M.D., D.Sc., Professor of Pharmacology, 
University College London; and L. E. Bayliss, 
Ph.D., Honorary Research Associate in Physiol- 
ogy, University College London. Ed. 4. Cloth. 
Pp. 616, with illustrations. Price $8.00. Little, 
Brown & Company, 34 Beacon Street, Boston 
6, 1955. 


RADIOGRAPHIC ATLAS OF SKELETAL 
DEVELOPMENT OF THE KNEE. A Stand- 
ard of Reference. By S. Idell Pyle, Ph.D., 
and Normand L. Hoerr, Ph.D., M.D., from 
the Department of Anatomy, Western Reserve 
University, School of Medicine, Cleveland, 
Ohio. Cloth. Pp. 82, with illustrations. Price 
$4.25. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill., 1955. 


ROENTGEN INTERPRETATION. By 
George W. Holmes, M.D., Honorary Physician, 
Massachusetts General Hospital; Clinical Pro- 
fessor of Roentgenology, Emeritus, Harvard 


Medical School; Radiologist to the Waldo 
County Hospital, Belfast, Maine; and Laurence 
L. Robbins, M.D., Radiologist-in-Chief to the 
Massachusetts General Hospital; Associate Clin- 
ical Professor of Radiology, Harvard Medical 
School. Ed. 8. Cloth. Pp. 525, with illustra- 
tions. Price $10.00. Lea & Febiger, Washing- 
ton Square, Philadelphia 6, 1955. 


ATLAS OF ROENTGEN ANATOMY OF 
THE SKULL. By Lewis E. Etter, B.S., M.D., 
F.A.C.R., Assistant Professor of Radiology, 
School of Medicine, University of Pittsburgh, 
Pittsburgh, Pennsylvania; Roentgenologist, 
Western Psychiatric Institute and Clinics; with 
a Section on The Radiographic Anatomy of 
the Temporal Bone by J. Brown Farrior, M.D., 
F.A.C.S., Farrior Clinic, Tampa, Florida; and 
a Section on The Roentgen Anatomy of the 
Skull in the Newborn Infant by Samuel G. 
Henderson, M.D., F.A.C.R., Associate Profes- 
sor of Radiology, and Louise S. Sherman, 
B.S., M.D., Instructor in Radiology, School of 
Medicine, University of Pittsburgh, Pittsburgh. 


71 
fs 
as 
fi 
4 A 
Sa 


NOW... 


a real advance in ACTH therapy 
CORTROPHIN-ZINC 


AN ORGANON DEVELOPMENT 


The complete physiologic action of ACTH 
enhanced, prolonged, and with a convenience 
never before possible. 


CORTROPHIN-ZINC 


AN ORGANON DEVELOPMENT 


® Action lasts at least 24 to 72 hours 
® Enhanced potency 
@® Easy to administer 
® Aqueous suspension 

® Needs no warming 

@ May be injected through fine needie 
®@ Fewer overdosage side effects 


CORTROPHIN-ZINC 


AN ORGANON DEVELOPMENT 


Available in 5-cc vials containing 40 U.S.P. 
units of corticotropin per cc with 2.0 mg of zinc. 


Organon INC. » ORANGE, N. J. 


Pennsylvania. Cloth. Pp. 215, with illustra- land. Cloth. Pp. 276, with illustrations. Price 
tions. Price $14.75. Charles C Thomas, Pub- $6.75. Charles C Thomas, Publisher, 301-327 
lisher, 301-327 E. Lawrence Ave., Springfield, E. Lawrence Ave., Springfield, Ill., 1955. 
Ill., 1955. 

HYPOTENSION: SHOCK AND CARDIO- 

CLINICAL BIOCHEMISTRY. By Abraham CIRCULATORY FAILURE. By Paul G. 
Cantarow, M.D., Professor of Biochemistry, Weil, M.D., Ph.D., Director of Transfusion 
Jefferson Medical College; Formerly Associate Service, Royal Victoria Hospital, Montreal, 
Professor of Medicine, Jefferson Medical Col- Canada. Cloth. Pp. 78, with illustrations. 
lege, and Assistant Physician, The Jefferson Price $2.25. J. B. Lippincott Company, East 
Hospital, Philadelphia; and Max Trumper, Washington Square, Philadelphia 5, 1955. 
Ph.D., Formerly Lecturer in Clinical Biochem- 
istry and Basic Science Coordinator, Naval THE PATHOGENESIS OF POLIOMYE- 
Medical School, National Naval Medical Cen- LITIS. By Harold K. Faber, M.D., Professor 
ter, Bethesda, Maryland. Ed. 5. Cloth. Pp. Emeritus of Pediatrics, and Director of Polio- 


738, with illustrations. Price $9.00. W. B. myelitis Research Department of Pediatrics, 
Saunders Company, West Washington Square, Stanford University School of Medicine, For- 
Philadelphia 5, 1955. merly Pediatrician-in-Chief, Stanford Univer- 


sity Hospitals, San Francisco, California, Medi- 

SEXUAL PRECOCITY. By Hugh Jolly, cal Director, Stanford Convalescent Home, 

M.A., M.D. (Camb.), M.R.C.P., Consultant Stanford, California. Cloth. Pp. 157, with illus- 

Pediatrician, Plymouth Clinical Area; Late trations. Price $5.00. Charles C Thomas, Pub- 

Senior Medical Registrar, Hospital for Sick lisher, 301-327 E, Lawrence Ave., Springfield, 
Children, Great Ormond Street, London, Eng- Til., 1955. 
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APPLICATIONS FOR 
MEMBERSHIP 


CALIFORNIA 


Scheppers, Catherine E., (Renewal) 9117-16 S, 
Western Ave., Los Angeles 47 


MICHIGAN 
Baird, Douglas M., (Renewal) 3474 S. Main 
St., Deckerville 
MISSOURI 
Maxwell, Wayne E., (Renewal) 307 W. Main 
St., Savannah 
NEW YORK 


Schwartz, Frederick J., (Renewal) 16 Split 
Rock Drive, Kings Point, Be 


OHIO 
Pickens, Ray R., (Renewal) 509 S. Third S:., 
Middleport 
OKLAHOMA 
Heffner, R. S., (Renewal) Woodward 


PENNSYLVANIA 


Lentz, Richard B., (Renewal) 419 Market Si, 
Lykens 


CHANGES OF ADDRESS 
AND NEW LOCATION 


Abretske, John L., CCO ’54; Osteopathic Hos- 
pital of Maine, 335 Brighton Ave., Portland 
4, Maine 

Adams, John E., from 1087 Dennison Ave., 
to 1200 S. High St., Columbus 6, Ohio 

Adkisson, David L., COPS ’54; 804 E. Gar- 
field Ave., Glendale 5, Calif. 

Adler, Sidney, from 599 S. Federal Highway, 
to 415 S. —— Highway, Dania, Fla. 
Angellotti, Robert L., from Melvindale, Mich., 

to 13454 Eureka, Ww yandotte, Mich. 

Appleyard, Esmond C., from La Grange, IIl., 
Bldg., 9211 Ogden Ave., Brook- 
el 

Arvant, William, from Livonia, Mich., to 
20546 Woodward Ave., Detroit 3, Mich. 

Bailey, Lyle Robert, DMS ’°55; Des Moines 
General Hospital, 603 E. 12th St., Des 
Moines 16, lowa 

Barker, J. Gerald, from Los Angeles, Calif., 
to 9615 Brighton Way, Beverly Hills, Calif. 

Barnes, Lowell E., from Cuyahoga Falls, Ohio, 
to Sebago Lake, Maine 

Beck, Raymond E., from Columbus, Ohio, to 
2215 Milan St., Amarillo, Texas 

Benseler, Ted C., from Dayton, Ohio, to 218 
S. Broad St., Middletown, Ohio 

Berenson, Philip, from Los Angeles, Calif., 
2447 190th St., Redondo Beach, Calif. 

Bergmann, Donald C., from Middlefield, Ohio, 
to 782 N. E. 77th St., Miami 38, Fla. 

Berjian, Richard A., KCOS "S53 Detroit Osteo- 
pathic Hospital, 12523 Third Ave., Detroit 
3, Mich. 

Berlin, Richard W., COPS ’54; 1520 E. Fire 
stone Blvd., Los’ Angeles 1, Calif. 

Blackwood, E. E., from anaes Texas, to 
Box 4128, Oklahoma Cit Okla. 

Bone, Thomas W., KCO 514 E. Fill- 
more, Kirksville,” Mo. 

Booher, Clarence L., from Kirksville, Mo., to 
Bloomington, Texas 

Borchardt, Arthur E., from 704% E. Edison 
Ave., to 714% E. Edison Ave., Box 30, Sun- 
nyside, Wash. 

Bowman, Arthur Lowell, from 354 Plenty St., 
to 1021 Via Wanda St., Long Beach 5, 


Braunlich, Donald E., from Bay Village, Ohio. 
to 8940 Brecksville Road, Brecksville, Ohio 

Brewer, Robert Stanley, COPS 54; 6750 W 
86th Place, Los Angeles 45, Calif. 

Brown, Darrell Dean, DMS ’55; Des Moines 
General Hospital, 603 E. 12th St., Des 
Moines 16, Iowa 

Browne, G. Robert, COPS ’54; 221 Almendra 
Ave., Los Gatos, Calif. 

Brubaker, Leo D.. from Third & Wehster Sts., 
to 1642 Peck St., Muskegon, Mich. 

Brubaker, Merlin L., from Fullerton, Calif.. 
to 1721 Griffin Ave., Los Angeles 31, Ca if. 
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Brubaker, Richard E., from Santa Fe, N. 
Mex., to 801 Church’ St., Belen, N. Mex. 
Burns, John E. P., from Philadelphia, Pa., to 
Burton Heights Osteopathic 1922 

Division Ave., S., Grand Rapids 7, Mich. 

Caddell, Frederick’ E., COPS *°54; 5838% 
Cloverly Ave., Temple City, Calif. 

Campbell, Minnie Rennick, from 205 S. 

Fifth St., to 326 Woodland Ave., Moberly, 
Mo. 

Cannane, Raymond J., from 670 Elm St., to 9% 
N. State St., Youngstown 6, io 

Cannon, Lester T., from 4342 Lovers Lane, to 
5101 Ross Ave., Dallas 6, Texas 
Carlson, Arthur W., Jr., from 205 Kern Ave., 
to — Kern Ave., Box 427, McFarland, 
‘ason, J. H., KCOS ’55; 301% Ash St., Jef- 
ferson City, Mo. 

Cathcart, N. H., from Davison, Mich., to Cor. 
Virginia and Manor Drive, Dunedin, Fla. 
Cheverton, William G., CO PS °54; 617 Via del 

Palma, Whittier, Calif. 

Cimino, Joseph P., COPS 754; 3453 N. Mission 
Road, Los Angeles wu, Calif. 

Colletta, Jordan B., from Erie, Pa., to 994 
Carver St., Philadelphia 24, Pa. 

Compton, Robert H., KC 55; 4420 Roanoke 
Parkway, Apt., 105, Kansas City 11, Mo. 
Conrad, Ernest ic. from St. Joseph, Mo., to 

40 Hassen Bldg., Sulphur, Okla. 
voney, Joseph A., from Oswego, Ore., to Box 
176, Canby, Ore. 
cooper, Benjamin B., from General Delivery, 
to Box 447, Buckeye, Ariz. 

dalby, George N., CCO ’54; Laney Bidg., 
Standish, Mich. 

})'Alonzo, H. Anthony, from 48th & Spruce 
Sts., to 806 W. Wingohocking St., Phila- 
delphia 40, Pa. 

lamiani, John J., from Erie, Pa., to 226 W. 
Pine St., Grove City, Pa. 

Darby, John B., from 1440 Danville Highway, 
to 1440 S. Main St., Walnut Creek, Calif. 
arrow, Glenn E., from 430 Pacific Ave. = ym 
to 200 Tenth St., N. W., Albuquerque, N. 


Mex. 

Davis, E. M., from 1550 Lincoln St., to 1535 
Park Ave., Denver 3, Colo. 

Deming, Ian C., COPS °54; 515 Columbia 
Road, Arcadia, Calif. 

Dickerson, William H., from Erie, Pa., to 
Osteopathic Hospital of Maine, 335 Brighton 
Ave., Portland 4, Maine 

Dilworth, Donald R., from Tabacundo, Ecua- 
der, S. A., to Casilla 11, Riobamba, Ecuador, 


DiSantis, Warren V., from 105 N. Main St., 
to Galena Park Clinic, 1308 Holland Ave., 
Galena Park, Texas 

Dubin, William M., COPS ’54; 1014 S. Glen- 
dora, West Covina, Calif. 

Dunn, William J., from Fort Lauderdale, Fla., 
to 5426 Palm Ave., Hialeah, Fla. 

DuPuis, Ernest Jr., CCO Nubb'e 
Light Road, York” Beach, Maine 

Dybedal, Paul W., from 616 N. W. 18th St., 
to 1204 N. W. 20th St., Portland 9, Ore. 

Edwards, Edward B. M., from 1406 Holland 
Ave., to Galena Park Clinic, 1308 Holland 
Ave., Galena Park, Texas 

Eisenberg, Lester, from 36 Copley Road, to 
6833 Chestnut St., Uapes Darby, Pa. 

Elvin, H. James, from Lancaster, Pa., to 72 
E. Main St., Mount Joy, Pa. 

Ewers, Duane E., from Los Angeles, Calif., to 
357 N. Via Miramonte, Montebello, Calif. 
Fairchild, Rayne B., Jr., from Hollywood, 
Calif., ‘to 116 N. Ridgewood Place, Los An- 

geles 4, Calif. 

Farber, Joe, from 722 S. Western Ave., to 
poe anta Monica Blvd., Los Angeles 28, 

i 

Fawcett, Donald L. Seattle, Wash., to 19 
Elm St., Medford, O 

Feramisco, James 816A S. Catalina 
Ave., to 1305 S. Pacific Coast Highway, 
Redondo Beach, Calif. 

Ficke, Lloyd W., from St. Louis, Mo., to 
219 N. Mersington Ave., Kansas City 23, 


Mo. 

Forler, E. Paul, from Whittier, Calif., to 8712 
Norwalk Blvd., Los Nietos, Calif. 

Frazier, Harold A. KC ’55; Green Cross Gen- 
eral Hospital, 1900 23rd St., Cuyahoga Falls, 


Ohio 

ee Robert M., Jr., from Philadelphia, Pa., 
to Still Osteopathic Hospital, 725 Sixth Ave., 
Des Moines 9, Iowa. 

Fredeking, Monroe D., from 3200 N. E. 28th 
St., to 5023 Broadway, Fort Worth 11, Texas 

Friedman, Robert, from Philadelphia, Pa., to 
1201 Walnut St., Allentown, Pa. 

Furey, Joseph A., from Wildwood, N. qe. to 
119 Chinaberry Court, San Antonio 1, Texas 

Gaul, John W., from Miami, Fla., to 410 Opa 
Locka Blvd., Opa Locka, Fla. 

Giffen, Larry Arthur, from Kirksville, Mo., to 
2 W. Shadowlawn, Beaumont, Texas 
Gifford, Howard K., COPS ’54; 2828 Budau 

Ave., Los Angeles 32, Calif. 

Golden, Irving L., (change name from Golden- 
berg) from Philadelphia, Pa., to N. Main St. 
& Normal Blvd., Glassboro, N. 

Gonda, William R., from 5001 14th ‘St.. to 3791 


| 
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acute and chronic 


prostatitis... 


76.6% cured or improved with 


Furadantin’ 


brand of nitrofurantoin, Eaton 


137 cases of prostatitis were treated with Furadantin with the following results: 


Acute prostatitis Chronic prostatitis Total 
No. cases 20 117 137 
Cured 15 30 45 
Improved a 56 60 
Failed 1 31 32 


(Personal communications to the Medical Department, Eaton Laboratories.) 


Furadantin has a wide antibacterial range 
Furadantin is effective against the majority of gram-positive and gram-negative 
urinary tract invaders, including bacteria notorious for their resistance. Furadantin 
is not related to the sulfonamides, penicillin or the ’mycins. 

With Furadantin there is no blood dyscrasia...no proctitis...no pruritus ani... 
no crystalluria...no moniliasis...no staphylococcic enteritis. 

Furadantin tablets—50 and 100 mg., bottles of 25 and 100. Furadantin Oral 


Suspension (5 mg. per cc.)—bottle of 4 fl.oz. (118 cc.). 
LABORATORIES 
NORWICH e NEW YORK 


re OF EATON RESEARCH 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS 


Webb, Detroit 2, Mich. Henery, See M., from Corpus Christi, Texas, 
Gonzales, ulian from Los Angeles, Calif., to 3080 S. Dahlia St., Denver 20, Colo 

to 436 S. Del Mar, San Gabriel, Calif. Henery, John G., from’ Corpus Christi, Texas, 
Gordon, Irving M., from a, Ohio, to 2151 to 1535 Park Ave., Denver 18, Colo. 


Lemoine Ave., Fort Lee, N. Herdeg, H. Brian, PCO ’54; 677 Parkside 
Greaves, John A., from 3915 “Main St., to Ave., Buffalo 16, N. Y. 

4317 Main St., Kansas City 11, Mo. Higger, Louis, from 722 S. Western Ave., to 
Greenholz, Jerome, from Denver, ‘<i to 1024 S. Dunsmuir Ave., Los Angeles 5, 


500 Oriental Blvd., Brooklyn 29, N. Calif. 
Guthrie, Clois H., from 1550 Lincoln ,* to Hinton, Donald R., from 156 S. Clark St., 
885 S. Colorado Blvd., Denver 22, Colo. to 206 W. a St., Nappanee, Ind. 
from Detroit, Mich., to 30240 


Hampton, Donald V., II, from Toledo, Ohio Hinz, Ralph E 
Rosebrier Drive, St. Clair Shores, Mich. 


to Route 1, Chillicothe Road, Chesterland, 

Ohio Hixson, Darwin H., from Excelsior Springs, 
Hanna, Raymond W., KC ’55; 4315 Blue Ridge Mo., to 921 N. W. 13th St., Oklahoma City 

Blvd., Kansas City 29, Mo. 6, Okla. 


Harris, ” Norman M., from 424 W. Broadway, Holtzman, Gertrude C., from Fayette, Mo., to 
to Enid Osteopathic Hospital, 901 W. Broad- 15256 Crescentwood Ave., East Detroit, 


way, Enid, Okla. Mich. 
Hartman, Gilbert C., from 17213 Laverne Ave., — C. Fred, “" Ladora, Iowa, to Route 
wa 


to 4107 Rocky River Drive, Cleveland 11, Cedar Rapids, Io 
i Hurkin Zane, DMS ’55; 1800 59th St., Des 


Ohio 
Hauck, Donald H., COPS ’54; 11569 Huston Moines 11. Iowa 

St., North Hollywood, Calif. Hutson, Paul G., DMS ’55; Des Moines Gen- 
Hausher, Howard L., from Harrisburg, Pa., to eral Hospital, 603 E. 12th St., Des Moines 


415 S. Springfield Ave., Clifton Heights, Pa. 16, Iowa 
Hawkins, Robert D., DMS ’51; 173 Silver Itsell, Robert H., from Detroit, Mich., to 214 
Road Bangor, Maine W. Grand River, Howell, Mich. 


} 
| 
| 
| 
| 
| : 
} 
| 
| 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


For the well-being 
of your patients 


TAMPAX 


intravaginal protection 
during menstruation. 


Three absorbencies. 


p 
Fror 


on request 


TAMPAX INCORPORATED 
Palmer, Massachusetts 


AOA — 10-5 


Jamieson, L. W., from 1622 W. 19th St., to 
The Jamieson Clinic, 1013 W. Seventh = 
Sioux City 3, lowa 

Jay, Ernest, from Kansas Cit to 
24 W. Eigh th St., Panama City, 

Jenkins, John B., from Marietta, Onin to 2215 
Carson St., Fort Myers, Fla. 

Jensen, Ralph O., from 38 E. Huntington 
Drive, to 501 S. First St., Arcadia, Calif. 

Jones, J. Leland, 5 Kansas City, Mo., to 
Box 625, Branson, M. 

Jordan, Stanley Sis COPS 8136 Bradwell, 
Whittier, Calif. 

Juday,, Lawrence M., from Los Angeles, Calif., 

3703 W. Burbank Blvd., Burbank, Calif. 
narnia, Marvin H., from South Gate, ‘Calif. .» to 
12183 Firestone Blvd., Norwalk, Calif. 

Kebabjian, Setrag Stevon, KCOS’ °55; Stevens 
Park Osteopathic Hospital, 1141 N. "Hampton 
Road, Dallas 11, Texas 

Keller, Ralph J., from Detroit, Mich., to 201 
Highland Ave., Highland Park 3, Mich. 

Kellogg, Theodore M., Jr., from Allentown, 
Pa., to 53 Court St., Westfield, Mass. 

Edwin r= from Kansas ’City, Mo., to 
3999 Lawrenceville Highway, Decatur, Ga. 
Kimberly, Paul . from Fort Dodge, me. to 

2810 First St., N., St. Petersburg 4, 

Klefstad, Raymond fo COPS ’54; 4459 Euclid 
Ave., San Diego 15, ’ Calif. 

Klucka, A. Robert, from oe. Mich., to 
23285 a. Oak Park 37, 

Kopec, Thaddeus Stanley, “Portland, 


a to 2300 N. W. 89th Terrace, Miami | 


47, 

Koster, Robert A., from Larned, Kans., to 1611 
Kechi Road, Wichita, Kans. 

Kotsch, George, from Grandville, Mich., to 
Doctors —— 1087 Dennison Ave., Co- 
lumbus 1, 

Landau, Jack Llo d, COPS ’54; 1343 Ethel St., 
Glendale 7, Calif. 

Lanham, James A., DMS ’55; Green Cross 
General Hospital, 1900 23rd St., Cuyahoga 
Falls, Ohio 


Laskey, John W., KC 55; 2185 Riverside | 


Drive, Lakewood 7 7, Oh io 

Laufer, Louis H., COPS °54; 4325 Franklin 
Ave., Los Angeles 27, Calif. 

Lee, A. H., from Dowagiac, Mich., to Scotts- 
dale, Ariz. 

Lee, Marcus L., from Denver, Colo., to 981 E. 
Main St., Sturgis, S. Dak. 
Lesock, William J., from Detroit, Mich., to 
3083 Coolidge Highway, Berkley, Mich. 
Levine, Howard M., from Detroit, Mich., to 
789 Avenue C, Bayonne, N. J. 

Line, Francis Warren, from Glendale, Calif., 
2121 Hill Drive, Los Angeles 41, Calif. 

Loerke, G. Robert, from 725 Sixth "Ave., to 906 
Park Ave., Des Moines 15, Iowa 

Lyons, James T., from Houston, Texas, to Box 
273, Crosby, Texas 

Marshall, Thomas E., from Phoenix, Ariz., to 
2901 Carrine Drive, Orlando, Fla. 

Mastellos, Christopher, Jr., from Montebello, 
Calif., to Los Angeles County Osteopathic 
a 1100 N. Mission Road, Los Angeles 
33, Calif. 

Mastron, Victor, COPS ’54; 4288 Cortland St., 
Lynwood, Calif. 

Mathews, Irving M., from Grand _ Rapids, 
Mich., to Route 1, Box 443, Leesburg, Fla. 

Mauger, Robert E., from 105 W. Third Ave., 
to 114 W. Third Ave., Columbus 1, Ohio 

McClary, Robert W., from Chula Vista, Calif., 
to 4410 30th St., San Diego 16, Calif. 


Walter C., from 1550 to 885 | 


Colorado Bivd., Denver 22, 


} 
Milliken, Charles, from Whittier. Cakt., to 906 | 


Cottage Grove, Kirksville, Mo. 


sane H. Don, from Tipton, Okla., to Box | 


595, Healdton, Okla 


Morgan, Wallace E., COPS °54; 249 Estudillo | 


Ave., San Leandro, Calif. 
Moses, Irving I., 
Cheltenham Road, Toledo 6, Ohio 
Moss, Stanley R., 


Munroe, Howard R., from Box 29, to Box 446, 
Pinconning, Mich. 

Neer, Howard L., from Middletown, Ohio, to 
General Delivery, Lutz, Fla. 

—, Clifford W., from 67 Porter St., to 
551 Michigan Ave., Battle Creek, Mich. 
Newthling. Robert E., from Silver Creek, N. 

Y., to 9 Main St., Clarendon, Pa. 

Nichols, pa E., from Denver, Colo., to 1001 
Joliet St., Aurora 8, Colo. 

Nichols, Richard E., KCOS’” 55; Burton mene 
Osteopathic Hospital, 1922 Division Ave., S., 
Grand Rapids 7, Mich. 

Novak, Louis A., from Pasadena, Calif., to 
724 San Salvadore Place, San Gabriel, Calif. 

Novinsky, Herman KC ’55; Grandview Hospi- 
tal, 405 Grand Ave., Dayton 5, Ohio 

Nystrom, Leonard c. from 313 S. Bryan, to 
311 W. Main St., Mesquite, Texas 

DMS ’55; Normandy: Osteo- 
pathic Hospital, a Natural Bridge Road, 
St. Louis 21, 

Pfister, Kurt Wilkam, from 12706 N. W. 17th 
Ave. to 9538 N. W. Seventh Ave., Miami 
50, a. 


from Clare, Mich., to 2244 | 


from Maywood, Calif., to | 
3 N. La Brea Ave., Los Angeles 38, Calif. | 
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Cellu foods give 


flavor plus variety to 


ALLERGY DIETS 


You can safely recommend Ceilu 
dietary foods to your patients who 
are allergic to such foods as wheat, 
milk or eggs. Here’s a wide as- 
sortment of top quality, flavor- 
tested products that include soy- 
bean, tapioca, rye, rice, potato, 
oat, corn, barley and arrowroot 
flours . . . as well as special bread, 
wafers, breakfast foods, cake, cook- 
ies, ete. Also a large line of die- 
tetic foods for reducing, sugar, 
starch and sodium restricted diets. 
Write for free literature. 


CHICAGO DIETETIC 
SUPPLY HOUSE, INC. 


CHICAGO 12, ILL. 


RELIEF 


From 
Surface Pain 
and Itching 


AEROSOL 


Quick Topical Anesthetic for Office Use 


Published clinical reports show nothing re- 
lieves surface pain and itching like Americaine 

. . because only Americaine contains 20% 
dissolved benzocaine. Americaine relieves fast, 
sustains relief from 2 to 6 hours. In Ointment 
or handy Aerosol Spray for office use. Write 
for details. 


“ALSO FOR: 


Burns 
Abrasions 
Hemorrhoids 
Post-Episiotomies 
Dermatoses 
Also Available 


Americaine 
Anesthetic Oi 


ARNAR-STONE LABORATORIES, INC. 
Mount Prospect, Illinois 
In Canada: Brent Laboratories, Ltd., Toronto 
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Polatty, Thomas V., from Grove City, Pa., to 
339 Liberty St., Clarion, a. 

Purdy, Ruth E., from 1087 Dennison Ave., to 
3000 Rockford Drive, Columbus 8, Ohio 

Quartel, H. Ward, from 6351 Biscayne Bivd., 
to 79th St. Clinic, 598 N. W. 79th St., Mi- 
ami 38, Fla 

Reese, David H., from 508 Nicholas Bldg., to 
508 Natl. Bank Bldg., Toledo 4, Ohio 

Reeves, Cecile S., from Brookline, Mass., to 
Kurtz Road, McLean, Va. 

Reitmeyer, Frank T., from "Elizabeth, 
8 Karen Terrace, Ww estfield, N. J. 

Remsberg, Richard O 55; Burton Heights 
Osteopathic 1922 Division Ave. 
Grand Mich. 

Rhoads, A. from Box 123, to Box 714, 
Kirksville, Mo. 

Riccelli, ohn A., from Falfurrias, Texas, to 

503 Fulton St., Sandusky, Ohio 

Riceli, O. C., from 8 S. E. 13th : to 2 S. 
E. 13th Ave. a Fort Lauderdale, Fla. 

Richard, Ronald J., CCO ’55; 4734 W. Mor- 
row Circle, Dearborn, Mich. 

Rickett, Robert Duanne, cco 755; Burton 
Heights Osteopathic Hospital, 1922 Division 
Ave., S., Grand Rapids 7, Mich. 

Robinson, William R., from Mount es 
Mich., to 6583 Commerce Road, R. 
Pontiac, Mich. 

Rose, Donald E., ag Clarion, Pa., to Box 
379, 

Re ‘thman, George L COPS 54; 4262 W. First 
St., Los a. 4, Calif. 

Russell, Walters R., from 5003 Ross Ave., to 

5101 Ross Ave., ‘Dallas 6, Texas 

Si. Marie, Eugene W., from Cleveland, Ohio, 

to 35500 Vine St., Eastlake, Ohio 

Seltzer, Wilbur, from 306 E. isoth “St., to 2010 
Valentine Ave., Bronx 

San Filippo, Anthony J., from Kirksville, Mo., 
to 1041 S. Orange Ave. .» Newark 7, N. 

Saperstein, Phillip P., from 525 E. Armour 
Blvd., to 2646 Jackson Ave., Kansas City 27, 

To. 


Sawyer, C. H., from 14035 Terry Ave., to 
14955 Greenfield, Detroit 27, Mich. 
Schneider, Joseph D., from 3400 E. 3i1st St., 
to 3838'% Prospect Ave., Kansas City 28, 


Mo. 
Schooley, Thomas F., from 108 W. Camelback 
—— to 100 W. Osborn Road, Phoenix 42, 


Ari 

Sante Edwin L., from 8419 Rindge Ave., 
to 311 Culver Blvd., Playa Del Rey, Calif. 

Scott, Thomas C., from Philadelphia, Pa., to 
Clinton & Fifth Sts., Delaware City, De 

Sekola, William J., from Detroit, Mich., to 
4222 Lee Road, Cleveland 28, Ohio 

Sharp, Thomas R., COPS 54; 132 Nicolas Ave. ; 
Oxnard Beach, Oxnard, Cal lif. 

Shealy, Edward M., DMS ’ 55; Box 6205, Al- 
buquerque, N. Mex. 

Shedlock, Arthur G., from Beaumont, Texas, 
to Box 93, Delton, Mich. 
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Dear Doctor: 


corrective and, at the same time, sufficient sweetening for 
‘their coffee. 


'The usual dose of Malt Soup Extract is 2 tablespoonfuls in the 


coffee at breakfast and at dinner, or in milk at bedtime. 


Shelby, Robert W., from 8424 Engler Park 
ag to 6638 Pepperidge Drive, St. Louis 
21, Mo. 

Short, James Mack, KCOS 55; Oklahoma Os- 
rags Hospital, 744 W. Ninth St. -» Tulsa 
5, Okla. 

Simon, Arthur, from Girard, Ohio, to 1800 
Watrous Ave., Des Moines 15, Iowa 

Slaughter, Ernest L., from 7840 Natural Bridge 
a to 3448 Brown Road, St. Louis 21, 
Mo. 

Stein, Frank Lincoln, COPS ’54; Parkview 
Hospital, 1021 N. Hoover St., Los Angeles 
29, Calif. 

Stephens, Frank N., from First Natl. Bank 
Bldg., to 1814 Broadway, Parsons, Kans. 

Stoll, — from 1192 Ocean Ave., to 217 E. 
19th St., Brooklyn 26, N. Y. 

Senate John A., from 6420 W. Colfax 
Ave., to 1938 fs 48th. Ave., Denver 11, Colo. 

Talbot, Harry Jr., from "4410 30th St., to 
3655 Adams pom, San Diego 16, Calif. 

Tarlow, Herbert David, COPS ’ 54; 601 New- 
ark Ave., Elizabeth 3, 

Taylor, Harry W., from 3044 First St., to 
13046 Eureka, Wyandotte, Mich. 

Taylor, Lawrence H., from Los Angeles, Calif., 
to Covina Medical’ Center, 646 W. San Ber. 
nardino Road, Covina, Calif. 

Thompson, Curtis, from Des Moines, Iowa, to 
13827 Goddard St., Detroit 12, Mich. 

Thompson, Wayne I., from Englewood, Colo., 
to 790 Adams St., Denver 6, Colo. 

Todd, Norbert W., from 224 S. Detroit St., 
108 Carter ‘Ave., Bellefontaine, Ohio 

Tompkins, Bruce C., from Cleveland, Ohio, to 
Riverside Osteopathic Hospital, 165 George 
St., Trenton, Mich. 

R., KC °55; 542 Park Ave., 
Apt. . = Kansas City 24, Mo. 

John jr. DMS °’55; Doctors Hospi- 

1087 Dennison Ave., Columbus 1, Ohio 

William E., from 1537-41 ackson St., 
to 827 Latham Square Bldg., Oakland 12, 
Calif. 

Varidin, Plato E., from Warren, Ohio, to S. 
Leavitt Road, Box 307, Leav: ittsburg, Ohio 
Wade, Melvyn G., COPS °54; 1132 Atlantic 
Ave., Long Beach 13, Calif. 


Coffee Provides 
Excellent Vehicle 
for Constipation 
Corrective 


Many elderly patients have found that Borcherdt's Malt Soup 
Extract stirred into coffee provides an effective constipation 


‘morning and 2 tablespoonfuls at bedtime. It may be taken in 


Stanley Olson 
BORCHERDT MALT EXTRACT CO. 


411, FOR HARD, DRY STOOLS OF 


Constipated Babies 
Borcherat 


Extract * 
A gentle laxative modifier of milk. Just 1 or 2 tablespoon- 
fuls in day's formula softens stools, usually over night. 
Promotes aciduric bacteria. Grain extractives and potas- 


sium ions contribute to gentle laxation. Safe and easy 
to use. 


GOOD FOR GRANDMA, 700! 


Especially valuable for thin, under-par elderly patients with 
hard, dry stools. Supplies nutritional factors from rich bar- 
ley malt. DOSE: 2 Tbs. A.M. and 2 Tbs. P.M. until stools 
are soft, then 1 or 2 Tbs. P.M. Take in coffee or milk. 
Somples and literature on request 

i ; BORCHERDT MALT EXTRACT CO. 


sium carbonate. In 8 oz. and 
16 oz. bottles. 217 N. Wolcott Ave., Chicago 12, Ill. 


FOR OLDER PATIENTS... 
CHRONIC URINARY INFECTIONS 


A Urolitia can be given over long periods... 
without toxicity, without irritation, without 
drug fastness... to keep the urine free from 
coli, S. albus, aureus. . . . Promptly 
soothes the irritated membrane while pro- 
viding bacteriostasis. 


METHENAMINE 
URINARY 
ANTISEPTIC 


‘Cobbe Div., BORCHERDT MALT EXTRACT CO., 
217 N. Wolcott Ave., Chicago 12, ill 
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Health 


AMERICA’S NEWEST HEALTH MAGAZINE 


We Prescribe it for your patients! 


AMERICAN OSTEOPATHIC ASSOCIATION > 
212 East Ohio Street Chicago 11, Illinois | 


 SEDATIVE AND EUPHORIA FOR 
[a NERVOUS, IRRITABLE PATIENTS PREPARING BUROW’S SOLUTION U.S.P. 


TASTELESS, ODORLESS, NON-DE. “4 Tablets or Powder in 
h tablet contains PRESSANT SEDATIVE & "EUPHORIC {ALUMINUM SULFATE : 


Each Chocolate Coated Tablet Con- d and CALCIUM ACETATE) 


foins Ext. Valerian (highly con. - PULMONARY 
0.05 Gm. FOR USE AS AN 


finely subdivided for maximum eff. — ASTRINGENT and CONDITIONS 


in cases of ® TRANSPULM | N 


excitement-and exhaustion, anxie Dissolve in plain ~ 

Gnd depressive staies, cardiac and water as directed for pre- 3% solution 
paring astringent Burow’s Quinine with 
pauscl ond menstrual molimenc, Solution fer treatment of 4 22% Camphor 
insomnia. Swellings, inflammations, for Intramuscul 
Sprains. Antipruritic, de- 
Injection 


AVAILABLE AT 
ALL PHARMACIES 


26th ST., NEW YOP” 


FOR 


M Bottles of 50, 100, 500 rate uniform dosage. — 
. Stable, Lead free. 


3 ICAL C 
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2-a-day therapy for the anemias 
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Wagenseller, H. W., from Beverly Hills, Calif., 
to 23987 Craftsman Drive, Calabasas, Calif. 
Waite, Donald E., DMS °’55; 3148 Grasmere 

Ave., Columbus 11, Ohio 

WwW akeling, Robert W,, from 25 Linden St., to 
60 Lowell St., Reading, Mass. 

Walker, Elvin E., from 222 Berlin Road, to 
222 Gibbsboro Road, Clementon, N. 

Walsh, Alma M. Breeden, from Tuscola, IlL., 
to Hoyt Bedford Apts., 122 Hoyt St., Stam: 
ford, Conn. 

Ware, Howard R., from 1204 E. Illinois St., 
to 1102 E. Normal Ave., Kirksville, Mo. 
Warne, Paul E., KCOS ’55; Normandy Osteo- 
pathic Hospital, 7840 Natural Bridge Road, 

St. Louis 21, Mo. 

Wayne, James C., from Denver, Colo., to 126 
E. Girard, Englewood, Colo. 

Weathers, William Anthony, from Fort Worth, 
Texas, to Malin, Ore. 

Welkowitz, Mortimer L., from New York. N. 
Y., to 19 Silver Birch Lane, Levittown, Pa. 
William, Charles H., from Almont, Mich., to 

624 N. Main St., Lapeer, Mich. 

Williams, Robert J., from Kansas City, Mo., 
to 222 S. Huntington Ave., Boston 30, Mass. 

Wilton, Bruce L., from 1514 N. Broadway, to 
316 N. Bristol, Santa Ana, Calif. 

Windnagel, Merle L., from Kirksville, Mo., to 

Shelbina, Mo. 

Wolfe, Richard B., from Lafayette, Ind., to 
1606 W. Locust, Davenport. Iowa 

Wonderly, Robert O., from Jefferson City, Mo., 
to 205 E. First St., Eldon, Mo 

W 00, Daniel, from —" Texas, to 189 N. 

“K” St., Dinuba, Calif. 

Woo, Francis J., COPS ’54; 9246 E. Center 
St.. Bellflower, Calif. 

Woodmansee, en R., from Portland, Ore., 
to 2445 S. . Cedar Hills Blvd., Beaverton, 


Ore 

W a John M., from 702 Equitable Bldg., to 
724 Sixth Ave., Des Moines 9, Iowa 

Woods, Rachel Hodges, from 702 Equitable 
Bldg., to 724 Sixth Ave., Des Moines 9, Iowa 

Woodward, Thomas P., from 118 S. William 
7 to 112 Garfield Court, South Bend 14, 


W oolridge, Paul F., from Pottstown, Pa., to 
6 E. Market St., York, Pa. 
Worlorke Harry R., from Aiken, S. C., to 
Cobb Bldg., pa Estates, Ga. 
ZeBranek, James D., from 3251 Fullerton Ave., 
to 8848 Wyoming’ Ave., Detroit 4, Mich. 


*TWO-FOLD SERVICE— 
; To The Profession 


Professional Foods continue to do their honest best to 
predicate the needs of the Osteopathic profession in cor- 
recting basic and fundamental 


NUTRITIONAL TROUBLES 


*Since the troubles arise largely in the CHRONIC 
PATIENT, we have planned our products to aid the 


doctor of this patient. 


*We offer a complete and basic evaluation for the 


CHRONIC PATIENT at a considerable financial savings 
in order that treatment for the CHRONIC PATIENT can 


be directed properly from the start. 


Write for added information. 


PROFESSIONAL FOODS 


319 Second Ave. S. W., Cedar Rapids, lowa 
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pYRI! 
Reliev« 


EPHE 
Relax€ 


32reak 


AMM 
Liquef 


Algo @v 
Codein« 
codeine 


it up 
with 


pYRIB | 


OPENING AN OFFICE 


Since 1860 A. S. Aloe Company has helped three gen- 
erations of physicians open their offices. Whether you 
plan to begin practice or re-equip an existing office, 
we can serve you. (1) A National Institution: We have 
13 shipping points throughout the nation and more than 


® Constipation 
Results in 65% of cases without laxatives 


© Anal Stricture, Stenosis | 200 representatives. (2) Equipment Check Lists. Cover 
© Spasm and Fibrosis the cost of everything required to outfit your office, from 
®@ Dysmenorrhea hypodermic needles to X-ray machines. (3) Planning 
© Post-Operative Service. Suggested room layouts scaled to size. (4) Tai- 

Hemorrhoidectomy, Rectal Surgery . lored Payment Plan. There are no interest charges 
® Prolapse under our regular “new office” extended payment plan. 
® Megacolon (5) Location Service. Aloe representatives know of 


© Dyspareunia many attractive locations for beginning practice. 


Infants — flexible rubber Write or see your local representative for details. 


Children's and Adults' — bakelite 
(Graduated Sizes) 


A. 8S. Aloe Company AND SUBSIDIARIES 
Write for Literature and Dispensing Prices. 


1831 Olive St. ¢ St. Louis 3, Mo. 
FL. YOUNG & CO. 


8057 STONY ISLAND CHICAGO 17, ILL. NEW ORLEANS ATLANTA WASHINGTON, D. C. 


AMIT, N. 
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pyRIEENZAMINE CITRATE (30 mg. per 4 mi. 
Relieves Congestion 


EPHE ORINE SULPHATE (0 mg. per 4 mi.) 
Relaxe  Bronchioles 


AMM(cNIUM CHLORIDE (80 mg. per 4 mi.) 
Liquef':s Mucus 


algo av ‘able: Pyribenzamine Expectorant with 
Codeine ind Ephedrine (above formula plus 8 mg. 
codeine ohosphate per 4 mi.); exempt narcotic. 


BYRIBE \ZAMINE® citrate (tripelennamine citrate CiBA) 


MEDICAL HORIZONS TY MondyeM. 


WITHOUT THE “BLACK MOOD” FEELING OF DEPRIVATION 


Rauwidrine—containing 1 mg. Rauwiloid® (alseroxylon fraction) and 
5 mg. amphetamine in a single tablet—curtails psychogenic over- 
eating without a feeling of deprivation. Especially welcomed by the 
depressed and obese patient who needs amphetamine, but who 
suffers jitteriness, cardiac pounding, and insomnia from ampheta- 
mine alone. Safe for the hypertensive, too. 


Dosage: For obesity, 1 to 2 tablets 30 to 60 minutes before each meal. 


LABORATORIES, INC., Los Angeles 


FOR MOOD ELEVATION Rauwidrine provides the 
needed “‘lift."” Safe for the hypertensive. 


“>, FOR APPETITE SUPPRESSION | 
rm 
Riker, 
| 
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Through scientific breeding 
at its 1500-acre farm near Seattle, 
Carnation has developed 
a world-renowned herd 
te champion dairy cattle 
whose progeny help keep 
Carnation Milk at 
_ top quality levels by 
constantly improving 
Carnation’s supplier herds. 


Carnation... 
protects your recommendation 
warrants your specification 


(arnation 


EVAPORA 


om MEL 
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© increased 
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Abbott Laboratories .....................- 4, 5, 7 


Allergy Laboratories 40 
A. S. Aloe Co. 78 
American Bakers 30 
American Osteopathic Assn. ..........-. 40, 76 
Ames Co. 14 
Armour Laboratories 43 
Arnar-Stone Laboratories, Inc. ............ 74 
B. F. Ascher Co. 68 
Astra Pharmaceutical Prod., Ince...........52 


Ayerst Laboratories 


\\. A. Baum Co 60 
\. Ray Bennett & Associates, Inc. ......63 
Birtcher Corporation 37 
Borcherdt Malt Extract Co. .................. 
3orden Co. 59 
Bristol-Meyers Co........... Cover IT,....18, 28 
3urdick Corp. 62 
S. H. Camp Co. 81 
Carnation Co. 80 
Chatham Pharmaceuticals, Inc. ...........- 40 
Chicago Dietetic Supply .......................- 74 
Chicago Pharmacal Co; 21 
Ciba Pharmaceutical Products, Inc. 
Cover IV, 22, 23, 35, 78, 79 
Clay-Adams 12 
Columbus Pharmacal Co. 49 
Desitin Chemical Co. 66 


Eaton Laboratories 73 
S. M. Edison Chemical Co. ....................58 
General Electric Co. 16 
Gerber’s 33 
Otis E. Glidden & Co 38 
Gomco Surgical Mfg. Corp. +4 
Horlick’s Corporation 39 
Irwin, Neisler & Co. 15 
Mead Johnson & Co............. 10, 11, 38, 39 
Kinney & Co. 8 
Knox Gelatine 27 
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Lakeside Laboratories, Inc. ...................- 32 


Lea & Febiger 23 
Lederle Laboratories ...............- 48, 56, 57 
Thos. Leeming & Co., Ine. ..................-.51 
S. E. Massengill Co. 67 
Nepera Chemical Co. 82 
Organon Co. 72 
Ortho 20 


Pelton & Crane Co. 


Pet Milk Co. 24 
Chas. Pfizer Co. 2: 
Professional Foods 77 
Professional Printing Co... 11 


Ralston Purina Company 


Riker Laboratories 7, 7 
Ritter Co., Inc. 50 
Roerig, J. B. & Co. 36 
Sandoz Pharmaceuticals: 
Saunders, W. B., Company............ Cover I 
Schenley Laboratories: 17 
Schering Corp. .. 3, 19 
Julius Schmid, Inc. 26 
Shield Laboratories 47 
Smith-Dorsey 53, 71 
Martin H. Smith Co. 70 
Standard Pharmaceuticals Co. .............- 76 


Stuart Co. 


Tampax Incorporated 
Truform 
S. J. Tutag Co. 


U. S. Vitamin Corp. 


Vitaminerals, Inc. 


Warner-Lambert 1 
White Laboratories. ...................4 6, 34 
Williams & Witlans Co. 13 
Winthrop-Stearns, Inc. .............. Cover IIT 
Wocher, Max & Co. 22 
Wyeth Laboratories 41 
Young, F.. fac) 78 


In 
cases of 
strain 
or pain 
in the 
sacro-iliac 
region 


CAQAP 
SACRO-ILIAC SUPPORTS 


Firm fabric plus the “block and tackle” 
lacing system of Camp Sacro-iliac Supports 
provides maximum compression and immo- 
bility in the sacro-iliac region. The wide 
range of style and sizes permits accurate 
prescriptions for patient needs. Because 
Camp Sacro-iliac Supports are carried in 
stock by Authorized Camp dealers there is 
no waiting for “special” manufacture . . . 
treatment can begin immediately. Their 
lower cost and quality encourage patient 
use during the entire treatment period. 


TO MAKE 
PRESCRIBING OF 
CAMP SUPPORTS 
EASIER WRITE FOR 
YOUR COPY OF THE 
PHYSICIANS AND 

SURGEONS 

REFERENCE 

BOOK FOR 
ADDITIONAL DETAILS 
ON THE COMPLETE 

CAMP LINE. 


S. H. CAMP and CO., Jackson, Mich. 
World’s Largest Manufacturer of Anatomical Supporw 
OFFICES: 200 Madison Avenue, N. Y.; 
Merchandise Mart, Chicago 
FACTORIES: Windsor, Ontario; 


London, England 
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announcing the NEW 


* 
NASAL 
with hydrocortisone 
companion product to regular 


Biomydr 


... when allergy dominates 


the nasal congestive picture 
the NEW 


Biomydrin’P 


NASAL SPRAY with hydrocortisone 


... when infection dominates 


to treat... the nasal congestive picture 


Biomydrin 


NASAL SPRAY 


supplied: Biomydrin F Nasal Spray (on prescription 
only), and Biomydrin Nasal Spray in Y2 ounce atomizer. 
Also available, Biomydrin Nasal Drops, ¥ ounce bottle 
with dropper. 


dose: Adults: 2 or 3 sprays in each nostril 4 or 5 
times a day as needed. Children: 1 or 2 sprays in each 
- nostril 4 or 5 times a day, as needed. 


*penetration of the <Ai2-\. NEPERA CHEMICAL CO., INC. 
mucous barrier <= Pharmaceutical Manufacturers 


4EpeRh/ N Park, Yonkers 2, N.Y. 
makes the difference Pe epera Par 


BF1148 M 


...in nasal allergy and infection... 
to reach’... &* 
| 


| 
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WINTHROP 


BUTYLBARBITURIC ACID) 


> RAPID INDUCTION 
> RELIABLE MAINTENANCE OF SLEEP 


Lotusate is a highly effective, well tolerated barbituric 
hypnotic and sedative. It acts within from fifteen to thirty 
minutes, producing sleep lasting from six to eight hours. 


HYPNOTIC DOSE: | Caplet (0.12 Gm.) from fifteen 
to thirty minutes before retiring. 


@040. A DEPENDABLE SEDATIVE in dosage of | Caplet (30 mg.) 
or | Caplet (50 mg.) two or three times daily. 


SUPPLIED: 
Caplets® of 30 mg. (14 grain)— yellow— 


50 mg. grain)—salmon— 
0.12 Gm. (2 grains)— purple— 4 
bottles of 100. New York 18, N.Y. Winosor, ONT. 


Lotusate, trademark reg. U. S. Pat, Off., brand of talbutal (5-allyl-5-sec. butylbarbituric acid) 


to 8 Hours 
Refreshing AL, 
4 SI eep (a 
NG | 
Bright 
\) 
Awakening ~ 


for 
smooth 


hypnosis — 


AVERAGE DOSAGE 

As a Hypnotic: 0.5 Gm. at bedtime. As a Daytime Sedative: 0.25 
Gm. t.i.d. or q.i.d.aftermeais. Supply: Tablets (scored), 0.25 Gm. 
and 0.5 Gm. 


HABITUATION TO DORIDEN HAS NOT BEEN REPORTED 


Cl 


SUMMIT, N. J. 


DORIDEN® (glutethimide CIBA) 


MEDICAL HORIZONS | J Monday EM. 


>) 
convert your “barbiturate patients” to... 
a 
> 
> 


